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SAN FRANCISCO 


This paper presents the excretory results with potassium bismuth 
tartrate and bismuth salicylate as those with bismuth metal were pre- 
sented in a previous paper.' The two products are discussed together 
because both are administered in oil, although the potassium bismuth 
tartrate is water-soluble and the bismuth salicylate is practically insolu- 
ble in both water and oil. The bismuth content of the potassium bis- 
muth tartrate used was 56 per cent, and that of the bismuth salicylate, 
60 per cent, by analysis. The methods of analysis for bismuth have 
been described for the entire group of products in a previous communi- 
cation * and will be omitted here. Both products were administered into 
the gluteal musculature in confined patients with and without syphilis. 
Excretory results were obtained from a total of six subjects the data 
being nearly or fairly complete on four subjects, that is, two receiving 
each product. 

URINARY EXCRETION 

Urinary excretion was studied in six subjects. Three subjects (Tr, 
Wt and Wf) received potassium bismuth tartrate in total doses of 0.1, 
0.2 and 0.3 Gm., the equivalent of 0.056, 0.112 and 0.168 Gm. of bis- 
muth, in one, two and three injections, respectively. Of three other 
subjects (As, Al and Ks), one received the bismuth salicylate in a total 
dosage of 0.13 Gm. and each of the other two in a dosage of 0.52 Gm., 
the equivalent of 0.075 and 0.312 Gm. of bismuth, the first subject 
receiving the bismuth in one injection and each of the other two in four 
injections. A summary of the data on dosage, diagnosis and urinary 


* Submitted for publication, May 3, 1930. 

*From the Department of Pharmacology and the Neuropsychiatric Division 
of the Department of Medicine, Stanford University School of Medicine. 

* This study was supported by a grant from the Committee on Research in 
Syphilis, Inc. 

1. Hanzlik and Mehrtens: Clinical Excretion of Bismuth: Bismuth Metal, 
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excretion is given in table 1, on the daily excretion in charts 1 and 2 
and on the total excretion in charts 3 and 4. 

The general characteristics of the daily excretion of bismuth after 
the administration of both products were about the same as those after 
the metal (charts 1 and 2). There were a gradual and continued 
increase in the excretion after administration was stopped, a maximum 
or peak and a long duration, with considerable individual variation. 
However, there were differences between the two products that may 


be worthy of emphasis. 
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Chart 1.—Daily excretion of bismuth after the administration of potassium 
bismuth tartrate in oil in different subjects. 
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Chart 2—Daily excretion of bismuth after the administration of bismuth 
salicylate in oil in different subjects. 


Generally, the urine contained bismuth during the first day after 
administration, but the quantities were not significant until the second 
or third day, when the excretion was 0.5 mg. daily. The amount of 
excretion of bismuth mounted steadily from the first day, indicating 
slow but increasing liberation of bismuth from the site of injection. 
The peak of excretion was reached at the end of twelve days after the 
injection of 0.056 Gm. of bismuth in a single dose (Tr) and at the 
end of fifteen days, after 0.112 Gm. in two doses (Wt) and 0.168 Gm. 
in three doses (Wf) of the potassium bismuth tartrate. In other 
words, the time of maximum excretion was nearly the same up to a 
total of three doses, only the single dose showing an earlier peak by 
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three days. There was, therefore, a short delay in the appearance of 
the maximum excretion on doubling the dose in one subject, but there 
was no further delay on trebling it in another subject. With the bis- 
muth salicylate, the peak of excretion was reached at the end of fifteen 
days after the administration of 0.075 Gm. of bismuth in one dose (As). 
After the injection of 0.312 Gm. in four doses to each of two subjects, 
the peak was reached at the end of ten days in Al and at the end of 
twenty-six days in Ks. The three subjects receiving the bismuth sali- 
cylate showed considerable variation in the time of appearance of the 
maximum excretions. This did not appear to be related to the dosage, 
since Al and Ks, receiving the same total dosage administered in the 
same way, showed a difference of sixteen days in the time of their peak 
excretions, and As, receiving only one dose, showed a greater delay (by 
five days) than did Al and earlier peak by eleven days than did Ks. 

It is seen that the time of the peak excretions after bismuth sali- 
cylate was given was more variable than after the administration of 
potassium bismuth tartrate, which showed a range of only from twelve 
to fifteen days after three different doses. This suggests that the lib- 
eration and absorption of bismuth from depots of bismuth salicylate are 
less constant and regular than from depots of potassium bismuth tar- 
trate. This might be expected, since the potassium bismuth tartrate 
(water-soluble) is much more soluble in the tissue fluids than the bis- 
muth salicylate (water-insoluble). Any small irregularity in the liber- 
ation and absorption of bismuth from the potassium bismuth tartrate 
may be ascribed to the effects of the oil in which the compound is 
suspended. The irregularity and inconstancy of the excretion of bis- 
muth after bismuth salicylate are not surprising in view of its low 
solubility and of the contributory effects of the oil in which it is sus- 
pended. The results obtained suggest that the rate of bismuth satura- 
tion of the body, and therefore the antisyphilitic action, would be less 
regular and constant after the bismuth salicylate than after the potas- 
sium bismuth tartrate. Likewise the tendency to cumulative action 
would be less regular and constant, and this in turn would present 
greater difficulties in control of the medication with the bismuth sali- 
cylate. 

In the next paper of this series, it will be shown that these results 
on excretion with bismuth sodium tartrate (soluble, in aqueous 
medium) are similar, though superior in point of uniformity of action, 
to those of the potassium bismuth tartrate, all of which contrasts with 
the inconstancy in action of the bismuth salicylate in oil. In view of 
this general consistency in action of the potassium bismuth tartrate and 
the sodium bismuth tartrate, and because all our results with different 
bismuth products were obtained under practically the same conditions, 
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we are not inclined to ascribe the differences between the bismuth sali- 
cylate and the tartrates to individual variations. 

The number of doses of both potassium bismuth tartrate and bismuth 
salicylate tried was not sufficiently large to indicate what influence, if 
any, the repetition of dosage might have on the maximum daily excre- 
tion of bismuth, as was done with the bismuth metal.? The number of 
subjects also was too small. The variability in the results is suffi- 
ciently indicated from the foliowing facts: the maximum daily excretion 
after three doses of the bismuth tartrate (Wf) was about 2.4 mg., and 
after two doses (Wt), 3.6 mg., therefore about 50 per cent more bismuth 
after a dose smaller by one-third. One dose (Tr) gave a maximum of 
0.5 mg., which is less than might be expected from what was found after 
two and three doses. With bismuth salicylate, the daily maxima after 
four doses were 1.3 (Al) and 4.5 (Ks) mg., and after one dose (As), 
1.5 mg. As far as we know, Engelhardt? is the only one who has 
reported on the excretion of bismuth salicylate in man; after twenty 
doses of the product in oil, the equivalent of 1 Gm. of bismuth, in one 
subject the maximum daily excretion was about 9 mg. at the end of 
twenty-five days, and the median daily excretion was about 2 mg. 

Duration of Excretion—The urinary collections were generally 
stopped when the daily excretion of bismuth reached 0.5 mg., although 
the excretion continued for some time after that even in the most com- 
plete experiments. The results are summarized in table 1. With potas- 
sium bismuth tartrate, satisfactory results on duration were obtained in 
two subjects, namely in Wt, who received 0.112 Gm. bismuth in two 
doses and showed the presence of bismuth in urine during seventy-two 
days, and in Wf, who received 0.168 Gm. bismuth in three doses and 
showed it in urine during forty-two days. With bismuth salicylate, 
satisfactory results were obtained in As, who received 0.075 Gm. bis- 
muth in one dose and showed the metal in urine during twenty-six days, 
and in Ks, who received 0.312 Gm. in four doses and showed bismuth 
in urine during seventy-nine days. Here again there was considerable 
individual variability, but, in general, the duration of excretion of 
bismuth, after both products was rather long, and presumably not 
necessarily related to the total dosage injected. The long duration agreed 
with that in Engelhardt’s patient receiving the equivalent of 1 Gm. of 
bismuth, namely, ninety days.* 

Total Urinary Excretion (Table 1 and Charts 3 and 4).—The total 
percentage of the excretion of bismuth is summarized in table 1, and 
the absolute amounts excreted from day to day in chart 3 for potassium 
bismuth tartrate, and in chart 4, for bismuth salicylate. The vertical 


2. Engelhardt: Arch. f. Derm. u. Syph. 156:1, 1928. 
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dotted lines in the figures show the absolute amount excreted in succes- 
sive weeks. The excretions were complete, or nearly so, in Wt and Wf 
receiving potassium bismuth tartrate, and in As and Ks receiving bis- 
muth salicylate. 

It is seen that the total excretion of bismuth was variable after both 
products. After two doses of potassium bismuth tartrate, the equi- 
valent of 0.112 Gm. of bismuth, Wt excreted a total of 54.6 per cent in 
seventy-two days, and after three doses, the equivalent of 0.168 Gm. of 
bismuth, Wf excreted a total of twenty-four per cent in forty-two days. 
The collections from both subjects were stopped when the total daily 
bismuth content of urine reached about 0.5 mg., and three daily collec- 


Excretion of Bismuth After Potassium Bismuth Tartrate and Bismuth 
Salicylate, Both in Oil 

















Total Dosage of Bis- 
muth Administered Per Cent of Peak of 
-— at J Num. Bismuth Excretion, 
As the As ber Excreted in Days 
Com- Bis- of Urine, After 
pound, muth, Injee- Days After Adminis- 
Patient Diagnosis Gm. Gin. tions Administration tration Comment 


Potassium Bismuth Tartrate 
Tt Jt ? 0.1 0.056 1 7.28 (16) ‘ Incomplete 
roi Cortical 0.2 0.112 2 54.60 (72) About com- 
thrombosis plete* 
Paresis 0.3 0.168 3 24.00 (42) f About com- 
plete* 
Bismuth Salicylate 
Maniac depres- 0.13 0.075 25.0 (26) : About com- 
sion plete 
fol Cerebrospinal 0.52 31! 4.2 (24) Incomplete 
syphilis 
rol Paresis 52 ols 44.5 (79) Complete 





* Total of three daily collections lost. 
+ do indicates male. 


tions were lost from each subject, but the latter could not have accounted 
for the difference in total percentage. It is barely possible, but unlikely, 
that, if the collections from Wf had been kept up as long as those from 
Wt, the total excretion might have been similar, because the total 
excreted by Wf was roughly one half of that by Wt in somewhat more 
(six days more) than one half of the time. On the other hand, the 
latter would not necessarily be the case, because the experiments on both 
subjects were conducted in the same way, except for a higher dosage 
given to Wf, which should have given a higher total excretion, if any- 
thing. The total absolute amounts excreted (chart 3) from day to day, 
or week to week, were less than in Wt. The differences were due either 
to factors in the two individuals or to the effects of oil in the product, 
or to both. The incomplete excretion of Tr amounted to 7.28 per cent 
in sixteen days, after a single dose equivalent to 0.056 Gm. of bismuth. 
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In the experiments of Leonard and O’Brien * on rabbits, the total excre- 
tion of bismuth after potassium bismuth tartrate in oil decreased with 
the increase in dosage. They used fatal and toxic doses and found 
42.21 per cent excreted after 60 mg. of bismuth per kilogram (total), 
and 26.3 per cent after 90 mg. per kilogram, 32.6 per cent after 
120 mg. per kilogram and about 4 per cent after 180 mg. per kilogram 
(all subfatal doses). 

After one dose of bismuth salicylate, equivalent of 0.075 Gm. of 
bismuth, As excreted a total of 25 per cent in twenty-six days, and 
after four doses, equivalent of 0.302 Gm. of bismuth, Ks excreted a 
total of 44.5 per cent in seventy-nine days, which was not so much more 
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Chart 3.—Total urinary excretion of bismuth after the administration of 
potassium bismuth tartrate in oil in different subjects. 


than in As considering that the time was twice again as long. Here 
again the time of cessation of collections of urine and the small loss in 
As would not appear to account for the difference. A greater total 
excretion was expected after a higher dose, but the total quantity 
(chart 4), namely, 139 mg. during the entire collection after four doses 
in Ks, was not comparable with 16 mg. during the entire collection after 
one dose in As. Nor were the total quantities excreted, when com- 
pared during the same period, proportional, since the total excreted in 
three weeks after one dose in As was about 15 mg. and after four doses 
in Ks, about 35.5 mg., when the latter might have been expected to be 
about 60 mg. (chart 4). These disproportions in the total amount of 


3. Leonard and O’Brien: J. Pharmacol. & Exper. Therap. 28:109, 1926. 
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Chart 4.—Total urinary excretion of bismuth after the administration of 
bismuth salicylate in oil in different subjects. 
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bismuth excreted again may have been due to individual peculiarity or, 
more likely, to the effects of the oil in which the bismuth salicylate was 
suspended. In the incomplete experiment, the total bismuth excreted by 
Al, receiving four doses, the equivalent of 0.312 Gm. of bismuth, was 
4.2 per cent in twenty-four days. If this total is compared with the total 
excreted during the first twenty-four days by Ks, receiving the same 
dosage, it is seen (chart 4) that Ks excreted 45 mg. or three times the 
quantity (15 mg.) excreted by Al. This marked difference may have 
been due to the effects of the oil vehicle and the insolubility of the prod- 
uct, rather than to the individual, but certainly not to the dosage. 
Engelhardt? gave his subject a much larger total dose of bismuth 
salicylate, namely, 1 Gm. as bismuth, than we have used and recovered 
a total of only 20.3 per cent from the urine in ninety days. Dogs receiv- 
ing doses of bismuth salicylate within the therapeutic range, excreted a 
total of about 25 per cent, according to Gruhzit and Sultzaberger.* 
Comparing our recoveries with those of these investigators, it is seen 
that we recovered about the same amount of bismuth in one subject 
(As) and once again as much in another subject (Ks). 

The variabilities in the total excretion of bismuth after the injection 
of bismuth salicylate, which we are inclined to attribute to the effects 
of the oil vehicle and to the insolubility of the compound, appear to be 
consistent with those in the daily excretion described in the preceding 
section. Our data indicate that the total excretion after the use of 
potassium bismuth tartrate in oil is of about the same general order as 
after bismuth salicylate in oil, despite the water solubility of the potas- 
sium bismuth tartrate. All this points to the oil vehicles in both prod- 
ucts as exercising important effects on the liberation and absorption of 
the bismuth. These are characterized by irregularity, inconstancy and 
incompleteness, and generally agree with the results of roentgen exami- 
nation of depots. As to completeness of absorption, Gruhzit, Tendick 
and Sultzaberger ° found 67.4 per cent absorbed in 8 days and 92.8 per 
cent in 14 days, the absorption being complete in dogs in 189 days, 
according to the chemical analysis of the muscles into which the bismuth 
salicylate was injected. This high absorption is surprising in view of 
the low total excretion (about 25 per cent) in dogs. The results after 
potassium bismuth tartrate in oil were similar to those after bismuth 
salicylate. These characteristics indicate that irregularities and incon- 
stancies in the cumulative effects and in the antisyphilitic action may be 
expected, thus rendering the medication with these products uncertain 
and unreliable. Comparing this with results to be described later, it 


4. Gruhzit and Sultzaberger: Am. J. Syph. 11:103, 1927. 
5. Gruhzit; Tendick, and Sultzaberger: Am. J. Syph. 11:87, 1927. 
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would seem the medication with soluble products in vehicles miscible 
with tissue fluids would give more satisfactory results than with prod- 





ucts in oil. 

Ratio of Excretion in Feces and Urine —The results on excretion of 
bismuth in feces were obtained during short and irregular intervals in 
five subjects. For potassium bismuth tartrate, data were obtained from 
two (Tr and Wf) of the three subjects used for urinary excretion and 
from one other subject (Ts) ; for bismuth salicylate, from two (As and f. 
Ks) of the three subjects used for urinary excretion. The daily excre- | 
tions are shown in chart 1 and 2, and for comparison the results were ie 















charted as described in a previous paper on bismuth metal.’ . 
The median ratio of daily excretion of bismuth in feces and urine ee 

after the use of potassium bismuth tartrate was 1:12, the range being : 

from 1:27 to 1:2, regardless of the dose. After the administration of a 





bismuth salicylate, the median was 1:8, the range being from 1: 14 to 
1: 1.5, when bismuth was found in the feces. Up to six days after : 
injection of the product and toward the end of urinary excretion, i. e., i 
thirty-two days after injection, no bismuth was detected in the feces. q. 
¥ 
: 








Thus, there was a considerable variability in the ratios of both products, 
but there was no doubt that more bismuth was excreted in the urine 
than in the feces. The results generally agreed with those of a 
Engelhardt,? who reported daily ratios of from 1:5 to 1:4 in his As 
patient receiving bismuth salicylate. The feces-urine ratio in Gruhzit ey 
and Sultzaberger’s * experiments on dogs receiving bismuth salicylate 
was 1:4. The greater urinary excretion after therapeutic doses might 
be expected, since the kidney contains more bismuth per gram than 
other organs, a characteristic of bismuth in any form. 














CONCLUSIONS 







1. The clinical excretion of bismuth after the intramuscular injec- 
tion of comparatively small therapeutic doses of potassium bismuth 

tartrate and of bismuth salicylate, both in oil, was found to be prompt a 
but slow, irregular, variable, prolonged and incomplete. 







2. After the injection of potassium bismuth tartrate, the peak of 
daily excretion was reached on the twelfth day after a single dose : 
(0.056 Gm. of bismuth) and on the fifteenth day after two and three ‘a 
doses (0.112 and 0.168 Gm.) after the first injection. The maximum 
daily excretion of bismuth after one dose was 0.5 mg., after two doses, 
3.6 mg., and after three doses, 2.4 mg. 
After the injection of bismuth salicylate, the peak of daily excretion 
was reached on the fifteenth day after a single dose (0.075 Gm. of 
bismuth) and on the tenth day after four doses (0.312 Gm.). The 
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maximum daily excretion of bismuth after one dose was 1.5 mg., and 
after four doses, 1.3 and 4.5 mg., respectively, in two subjects. 


3. The irregularity and inconstancy of the daily excretion is not 
surprising in view of the facts that both products are administered as 
suspensions in oil, and bismuth salicylate is much less soluble than 
potassium bismuth tartrate. Accordingly, the liberation of bismuth and 
its action in the body would be irregular and inconstant, these charac- 
teristics being more prominent with bismuth salicylate than with potas- 
sium bismuth tartrate. 


4. The urinary excretion of bismuth after the use of potassium bis- 
muth tartrate lasted at least seventy-two days after two doses, and forty- 
two days after three doses; after bismuth salicylate, at least twenty-six 
days after one dose, and seventy-nine days after four doses. Although 
the data were limited, the duration of excretion did not appear to be 
related to the dosage. 


5. The total urinary excretion of bismuth after the use of potassium 
bismuth tartrate was 54.6 per cent after two doses, and 24 per cent after 
three doses; after bismuth salicylate, 25 per cent after one dose and 
44.5 per cent after four doses. The bismuth unaccounted for remains 
in the body as a depot at the site of injection and in the viscera, traces 
being excreted probably for months. 

6. The median daily excretion of bismuth in feces after injection of 
potassium bismuth tartrate was about one twelfth of that in urine, the 
range being from 1:27 to 1:2; after bismuth salicylate, the median was 
1:8, the range being from 1: 14 to 1: 1.5. 

7. Although the number of subjects used with each product was 
small, the results obtained generally corroborated those on animals and 
a human subject in the literature; these have been compared in the text. 


PERNIOSIS OR ERYTHROCYANOSIS * 


VICTOR KLINGMULLER, M.D. 
AND 
OTTO DITTRICH, M.D. 
KIEL, GERMANY 


Within the last ten years, a number of authors in the north and west 
of Europe have occupied themselves with a clinical picture to which 
nearly every third one gave a different name. We are referring to a 
change in the skin arising mainly from a disturbance of the vascular 
formation which results in a discoloration varying from red to dark 
blue and, in some cases, followed by blisters and ulceration. This con- 
dition was first observed on the calves of young girls and women in 
connection with the present fashions in dress. One of us (V. K.') 
drew attention to it as early as 1921. The descriptive designations gen- 
erally give a comprehensive survey of the situation of the disease; e.g., 
erythrocyanosis crurum puellarum, erythrocyanosis susmalléollaire, 
erythrocyanosis cutis symmetrica. Other designations, such as oedeme 
asphyxique symmétrique on the legs of young girls, oedéme strumeux, 
chronic indurative erythema of the legs, etc., allow of only a partial 
picture of the disease. Others, such as erythémes infiltrés or infiltra- 
tions erythématocyanotiques des neuro-endocriniens charge the name 
with an etiologic supplementary meaning that does not hold good in 
every case. This clinical picture of the erythrocyanosis—the designa- 
tion which is most frequently employed, although it expresses nothing 
of the etiology—we are naming perniosis or injuries arising from chill- 
ing (Frostschaden), because, according to our views, merely a trifling 
amount of cold suffices to cause the clinical picture to arise or to increase. 
It is not a case of severe injuries caused by cold in the form of frost- 
bite, for the nidus is observed to appear, clinically distinguishable, even 
in the middle of summer when a sudden fall of temperature occurs, and 
even slight chilliness has an irritating effect on the smallest vessels of 
the skin and adipose tissue. On the repetition of such irritation, an 
organic lesion of the vessels in the form of diseases of the media and 
intima, as well as thrombotic changes, results from the functional dis- 
turbance in many cases. We have demonstrated these vascular distur- 


* Submitted for publication, May 1, 1930. 
*From the University Clinic of Dermatology, Prof. Dr. Victor Klingmiiller, 
Director. 


1, Klingmiiller, Victor: Pernionen an den Unterschenkeln, Arch. f. Dermat. 
u. Syph. 135:256, 1921. 
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bances with the help of capillary photography and also with the aid of 
histologic serial sections. At least half of our patients belonged to the 
healthy rural population, without nervous derangements, traceable endo- 
crinopathy or tuberculosis, either personal or hereditary; among them 
were girls and boys, the former considerably under the age of menstrua- 
tion, without tuberculous lymphatic glands, etc. 


The term erythrocyanosis crurum puellaris is untenable, to begin 
with, because the follicular nidus (also found in perniosis) can be 
traced in males, and frequently in the region of the buttocks. As we 
described minutely, long before many other investigators, the clinical 
aspect, histology and pathogenesis, together with the capillary micro- 
scopic observations in three reports? on injuries caused by cold, the 
following details in the form of a summary may describe the symptom- 


atology of perniosis. 

Owing to atmospheric changes, usually in autumn and spring, red- 
dish nidi appear without any complaint, varying from a pinpoint to a 
pinhead in size. At first they are generally situated in the follicles and 
resemble cutis anserina. It is impossible to obtain exact dates as to 
the beginning, because there is no discomfort, and the changes are dis- 
covered only incidentally. Nearly without exception, follicular nidi 
occur not singly, but disseminated over large areas of the legs, covering 
two thirds of their lateral surface and in some cases simultaneously the 
extensor, exterior and inner sides of the thigh and the extensor sides 
of the upper arm. This “perniosis follicularis” is the result of the 
overtaxing of the function for regulating warmth in the vascular walls. 
The nidi soon develop into perifollicular infiltrates of a reddish to 
bluish-red color, and at first seem to appear mostly in the form of 
pointed cones with central hyperkeratosis. The skin feels like a nutmeg 
grater. Simultaneously, discoloration of the skin takes place—generally 
varying from reddish to bluish—either caused by the confluence of the 
closely situated follicular changes or apparently without undergoing this 
earlier phase. In many cases these cushions seem to be composed of 
the follicular nidi, as even in the dark blue cushions the small nidi can 
be clearly discerned. The cushions are chiefly found on the lower third 
of the leg, above the ankle, and generally leave the ankles and the area 
surrounding them free. In the last severe winter, we observed similar 
cases of pulvinar thickening on the inner side of the femur above the 
knee-joint. Within these cushions or in their vicinity there are ver- 
milion spots which are a sign of the dilation of the small arterial vessels. 
In each form, to begin with, there is edema with vascular dilation in 


2. Klingmiiller (footnote 1). Klingmiiller, Victor; and Dittrich, Otto: Ueber 
Frostschaden, Dermat. Ztschr. 49:1, 1926. Dittrich, Otto: Ueber Frostschaden, 
Arch. f. Dermat. u. Syph. 157:1, 1929. 
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the cutis and reaching deep into the subcutis; further, perivascular 
infiltrates arise with changes in the media and intima of the blood vessels 
and sporadically with the formation of thrombi. These extravasates 
are the results of a disturbance of the circulation. They occasionally 
lead to the formation of blisters, and they are the cause of the thickening 
of the skin on the wrists, backs of the hands, fingers, toes and legs that 
is so difficult to impress. Should the noxious cause be obviated, these 
symptoms may recede to a certain degree if they are not too severe. In 
this manner atrophy in the follicular nidi may develop; the tiny nidi 
may sink into the surface of the skin and become paler and paler or 
they may disappear completely, but only in rare cases. The cushions 
undergo similar atrophic changes; e.g., merely a simple flabby atrophy 
with bluish discoloring as a sign of the still dilated blood vessels is seen 
later. On the other hand, an augmentation of the pathologic changes 
may lead to blisters in some cases, and in others to decay of tissue and 
the formation of flabby ulceration. There are, accordingly, three clin- 
ical forms of the injuries caused to the skin by cold; perniosis follicu- 
laris, real perniosis and ulcerated perniosis. 

Perniosis is essentially, therefore, a purely vascular disturbance aris- 
ing from the variation in the demands on the regulation of warmth 
which depend on outer influences. 

In men and boys follicular perniosis is observed distinctly only on 
the buttocks; on the lintbs there is nearly always only cutis marmorata, 
while on the hands, fingers and toes, real perniosis occurs in the same 
form as in the female subject. Perniosis on the ears in the form of 
whitish to slightly reddish nodules, about the size of a grain of shot on 
the edge of the shell, has been observed only in males, in whom as a 
result of perniosis, atrophy or melting of the cartilage of the ear similar 
to that in lupus erythematosus is more frequently to be found. In 
women cutis marmorata is observed in the middle of the follicular areas 
on the limbs. 

The following facts concerning erythrocyanosis have been ascer- 


tained by us: There are purple infiltrates, some not clearly defined and . 


some pulvinar, punched out abruptly from the healthy skin, on the 
lower third of the legs, mostly on the extensor and outer side. In the 
follicles there are frequently changes of a species of keratosis pilaris. 
The skin over the cushions is smooth and scarcely impressible. Here 
and there vermilion spots are to be found dispersed among the purple 
infiltrates. Many authors describe the extension of the follicular hyper- 
keratosis to the skin of the thigh and hip as well as the buttocks, also 
from the upper arm to the shoulder. In these two ostensibly non- 
identical clinical pictures we recognize the most extensive identity, which 
is nearly completed by comparing the histologic and capillaroscopic 
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investigations. If it is asserted that perniosis disappears in summer in 
contrast to erythrocyanosis, this is an error, for the nidi flare up in 
summer with a change of temperature. In perniosis the punched-out 
pulvinar formation is observed. The vermilion spots are not phlebitic 
or periphlebitic inflammations, as many authors believe; neither are 
they hemorrhagic infarcts. They are symptoms of a paralysis of the 
arterial portions of the capillary network caused by the repetition of 
the injuries that attack them there. 

The follicular nidi are of even greater importance than the cushion- 
infiltrates for the pathogenesis of the clinical picture. They are as little 
overlooked in erythrocyanosis as in perniosis or injuries caused by cold 
(Frostschaden). They are characteristic of perniosis, because together 
with their perifollicular infiltration and their central hyperkeratosis they 
represent the commencement of the disease. In their cufflike, pulvinar 
thickenings they are frequently to be singly identified by means of arti- 
ficial anemization. Their relations to perniosis are so typical that on 
seeing follicular nidi on the extensor side of the upper arm, one can 
prophesy to the patient that she has perniosis on her lower, not vet 
disrobed, extremities. We believe that adherents to the theory of 
erythrocyanosis might give their patients the same diagnostic surprise 
in many cases. 

The exorbitant demands on the physical regulation of warmth in the 
vessels of the skin of the extremities are favorable to the outbreak of 
functional and organic disturbances of the peripheral circulation, com- 
bined with “hematogenic” reactions of the tissue depending thereon. 
Here originate the various clinical pictures of erythrocyanosis or, as 
is etiologically more correctly expressed, perniosis. Gradual differences 
in the separate phases depend on the condition and duration of the 
peripheral disturbance of the circulation. 

Endocrine influence may, of course, support the clinical picture, but 
they are not generally to be regarded as the immediate cause, for at least 
half of our patients have no endocrine derangements and certainly no 
. Ovarian ones. The results of examinations of girls of premenstrual age 
and of young boys contradict that, as does the fact that follicular perni- 
osis is observed in the region of the buttocks of men. We believe that 
endocrine disorder may have the same effect on perniosis as tuberculosis 
has. Both of these diseases may alter the exact picture of perniosis. 
After long observation of patients we have been able to prove * that the 
perniosis is the primary condition in tuberculosis; in the further course 
of the disease the acute changes in the vessels and tissue afford the 
tubercle bacillus, circulating in the blood, the opportunity of adhering in 


3. Dittrich, Otto: Frostschaden und ihre Komplikation mit Tuberkulose, 
Dermat. Wchnschr. 89:1059, 1929. 
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these places and of being carried off through the vessels into the sur- 
rounding tissue. Endocrinopathy and tuberculosis are therefore merely 
complications of perniosis and not its cause. 

A more exact orientation as to the identity of erythrocyanosis and 
perniosis is given in our reports, in which the sketches render all further 
explanation superfluous. Capillary aneurysm and other dilations of the 
superficial vessels that are similar in erythrocyanosis and perniosis are 
represented therein. We draw especial attention to the fact that per- 
niosis is caused not only by severe cold, but also by a slight change of 
temperature which need be only a few degrees below the average tem- 
perature of the season. Perniosis is therefore not a disease of northern 
countries only; we observed it in Austria and Hungary also, and we 
believe that if the follicular nidi are studied, observations of the condi- 
tion in warmer countries will also increase. 





DERMATOLOGY IN MEXICO* 


HOWARD FOX, M.D. 
NEW YORK 


During a recent visit to Mexico for the study of pinta, I had the 
opportunity to obtain some information about the status of dermatology 
in that country which may be of interest to my colleagues in the United 
States. 

As a prelude to this subject, a few words should be said about medical 
education and hospitals in Mexico. There are two national schools of 
medicine, a large one belonging to the “National University of Mexico” 
and a small institution devoted to medicomilitary instruction. The 
former has about 1,200 students, including a gradually increasing num- 
ber of women. The course of instruction is six years, the last year 
being devoted entirely to hospital work. There are also five state medi- 
cal schools situated, respectively, in the cities of Monterey, Guadalajara, 
Morelos, Merida and San Luis Patosi. 

All of the hospitals of Mexico City are under the direction of a 
federal department known as the “Beneficencia Publica,” the largest 
being the General Hospital consisting of thirty-four separate buildings. 
Although not connected with the university, it supplies much of the 
teaching material. What the buildings lack in beauty is compensated by 
the delightful trees and shrubs which surround them. The equipment 
seems to be excellent in many respects. The physiotherapy department, 
for instance, has a good sized gymnasium and complete hydrotherapeutic 
equipment including a large swimming pool. The roentgen work for the 
entire institution is centralized, there being no separate apparatus for 
the department of dermatology. 

The scientific work in dermatology seems to be chiefly confined to 
Mexico City. At any rate, there is no professorship devoted to this 
branch of medicine in any of the state colleges of medicine. In spite of 
the size of Mexico City, with over a million inhabitants, including about 
700 physicians, there are only six of the latter who devote their entire 
time to dermatology and syphilology. It was therefore not surprising to 
learn that there is no dermatologic society in the Republic. Dermatology 
and syphilology are taught in the sixth year of the medical course at the 
National University, two hours a week for ten months being devoted to 
the subject. The teaching is mostly clinical, though part of it is didactic. 

The outstanding dermatologist is Prof. Jesis Gonzales Uruefia, who 
voluntarily retired from the professorship during the past year, having 


* Submitted for publication, March 22, 1930. 
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held the position for twenty-seven years. The age of retirement for 
professors is 65. Some of my readers will recall Dr. Gonzales Uruefia 
as one of the members of the International Congress of Dermatology, 
held in New York in 1907. He is an intellectual man, as modest and 
kind as he is scholarly. He is universally respected in Mexico and has 
considerable influence, judging by the numerous favors I received from 
the government through his friendship. 

The chair of dermatology has not been filled since Prof. Gonzales 
Uruefia’s retirement. The teaching of this subject is carried on tem- 
porarily by three assistant professors, Dr. Salvador Gonzales Herrejon, 
a nephew of Prof. Gonzales Uruefia, Dr. Ricardo E. Cicero and Dr. 
Vicente Ramirez. Dr. Gonzales Herrejon has the service in the General 
Hospital, with two wards of fifteen beds each, and is assisted by Dr. 
Fernando Latapi. Dr. Cicero teaches in the University Polyclinic, 
assisted by Dr. Fernando Melendez, and Dr. Ramirez carries on his 
share of the work in the Medico-Military School. All the physicians 
with teaching positions receive compensation from the Federal 
Government. 

A visit was made to the dermatologic wards of the General Hospital 
where I saw one case of undoubted pellagra and several others which 
might be classed as pseudopellagra occurring in alcoholic persons. Dr. 
Gonzales Herrejon’s conception of these cases coincided with that of 
Maloney and Tulipan in their description of alcoholic pseudopellagra as 
observed in Bellevue Hospital. I also saw two well marked cases of 
prurigo and was told that this disease is not uncommon in Mexico. 
Dr. Gonzales Herrejon showed me some excellent moulages which he 
had made. I do not know of any one in the United States at the 
present time who can make better ones. 

The treatment for ringworm of the scalp by thallium acetate was 
naturally of great interest in view of the pioneer work that was done 
with this method in Mexico. Though Sabouraud originally experi- 
mented with this drug he abandoned his investigations, and it remained 
for Mexican dermatologists to establish its value in ringworm. Dr. 
Cicero was the first to follow Sabouraud’s lead, but his dosage at first 
was inadequate and his results uncertain. Credit should be given to 
Dr. Gonzales Herrején’* for first establishing the proper dosage as 
reported in his thesis on the subject in 1919. A little later, Cicero con- 
tinued to use the method with more accurate dosage and popularized it 
by his successful treatment of a large number of patients. Dr. Cicero 
told me that up to the present he had treated more than 900 patients 
without serious accident. Dr. Gonzales Uruefia also used the method 
in 620 cases without ill effects. 


1. Gonzales Herrején, Salvador: El acetato de talio en el tratamiento de 
las tinas, Tesis, Mexico, 1919, 
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Although my principal object was to study pinta, I arrived in Mexico 
City in time to take part in the Seventh Latin American Medical 
Congress which lasted a full week and was attended by about 600 
physicians. The paper of special dermatologic interest was a report of 
a year’s work on pinta (or mal del pinto) by a commission appointed 
by the Public Health Department and headed by Dr. Gonzales 
Herrejon. The report represented a comprehensive and painstaking 
piece of research which I will have occasion to quote in the near future. 

Through Dr. Gonzales Uruefia I met Dr. Aquilino Villanueva, the 
chief of the public health service, who made me a guest of the govern- 
ment, with palatial quarters at a good hotel. One of the social functions 
of the Congress was a reception by the President of the Republic at the 
Castle of Chapultepec. After a speech of welcome by the President, I 
had the pleasure of being presented to him, together with Professor 
Fuchs of Vienna, the renowned ophthalmologist, Dr. Frederick Hoff- 
man, the statistician, and others. 

My brief but intensive study of pinta was made at Iguala, a town 
of about 12,000 inhabitants, nearly all of whom were Indians. This 
was the locality where the Commission had done much of its work. I 
was specially fortunate in having the assistance, for a few days, of 
Dr. Gonzales Herrejon and Dr. Martinez Baez of the department of 
health, who made a special visit to Iguala for my benefit. From previous 
experience with carate in Colombia, I quickly became convinced that 
mal del pinto and carate are clinically the same disease. Both of them 
are unlike any disease of the skin that is seen in the United States. All 
types of the disease were observed, the majority consisting of bluish, 
brownish and vitiliginous patches. There were also a few cases of 
so-called red pinta. Photographs, cultures, histories and biopsies were 
obtained, on which I hope to report in the future. 

As all of the patients at Iguala were Indians of varying degree of 
dark color, it was of interest to inquire whether they presented any 
racial peculiarities from the standpoint of skin diseases. With the 
exception of their sparse straight hair, none had been observed by the 
physicians in the clinic. The comparative freedom of negroes from 
infestation with head lice was not true of the Indians whom I saw. 
From the quiet and kindly demeanor of these patients no one would 
have imagined that Iguala had recently been a veritable hotbed of 
bandits and a revolutionary center. All was now quiet and peaceful, 
owing possibly to a garrison of 2,000 soldiers. The latter may have 
made the town “safe for dermatology,” but their rattling of drums at 
6 a. m. was not conducive to sleep. 

Leprosy is an important problem in Mexico which the government 
is attempting to solve. Dr. Gonzales Uruefia is now devoting much of 
his energy to his newly created position of Chief of the Leprosy Depart- 
ment of the Public Health Service. In 1927, the report of the first 








FOX—DERMATOLOGY IN MEXICO 23 


leprosy census was published, in a 500 page volume which showed an 
immense amount of careful work. According to this census there were 
1,450 lepers in the Republic though the actual number is considered to 
be perhaps five times that number. At present there are no special 
hospitals or colonies for lepers. The government, however, proposes to 
isolate these patients in special wards of existing hospitals and in new 
leprosaria which will be built in endemic regions. There will also be 
special dispensaries for the diagnosis and treatment of leprosy and 
asylums for healthy children of leprous parents. Dr. Gonzales Uruefia 
has nearly finished a book on leprosy in Mexico, which will include an 
account of the regulations for its control. 

In the campaign against syphilis, the public health department has 
assisted by establishing fifty free dispensaries scattered throughout the 
Republic. In Mexico City there are seven of these dispensaries for 
treating patients for syphilis and other venereal diseases, one of these 
being solely for women and the others for both sexes. They are in 
operation daily from 6 to 8 p. m. I visited one of them and met the 
chief of the department, Dr. deGaray. The dispensary was well 
equipped, clean and conducted in an orderly and efficient manner. 
Unusual features for an outpatient department consisted of commodious 
bathing facilities and attractive gardens. Since the foundation of the 
first of these seven dispensaries in 1921, over 100,000 injections of 
neo-arsphenamine and sulpharsphenamine have been given without 
serious ill effects. Over 18,000 Wassermann tests and about 3,000 dark 
field examinations have been made. Spinal punctures are frequently 
performed, but as yet the cisternal method has not been used. At times, 
the dosage of neoarsphenamine, the type of arsenical medication most 
often administered, exceeded 0.6 Gm. I was unable to obtain any infor- 
mation regarding the prevalence of syphilis in the Republic or in Mexico 
City. 

While mention has been made of several special activities of the 
Public Health Department, it might be mentioned that this efficient 
organization has recently built an imposing edifice in an attractive part 
of the city. Its activities are varied, its personnel is active and capable, 
and its published reports are interesting and convincing. 

My time was so occupied with medical work that there was little 
opportunity for sightseeing, some of which I had fortunately done on a 
previous pleasure trip with Dr. George MacKee. While the ancient 
monuments of the Aztecs and Mayas, the beautiful scenery and the 
sports, such as fronton and bull fights, are sufficient attractions for 
casual tourists, the dermatologist can also find much of medical interest 
in Mexico. 

In conclusion I wish to thank my Mexican colleagues for the unusual kindness 


which they showed me. Their hospitality was of the same delightful type as that 
which I had previously enjoyed in some other Latin-American countries. 





STUDIES OF PERSPIRATION 


I. BISMUTH * 


HOWARD W. SCHAFFER, M.D. 
PHILADELPHIA 


The following results were obtained during certain inquiries which 
were particularly directed at the elimination of readily identifiable sub- 
stances which might serve as a means of investigating the morbid 
physiology of dermatoses. The sweat and urine of four patients (and 
the blood of one) receiving bismuth for syphilis were tested for the 
presence of this metal. While essentially negative, the results have a 
bearing on certain final conclusions that I shall have to make further 
along in these studies. 

Each of the subjects was free from lesions of the skin and was at 
or near the end of a course of treatment with bismuth. Treatments 
were given once or twice weekly by injection into the muscle of the 
buttock, followed by massage. Various preparations of bismuth were 
used, but all contained 0.03 Gm. of the metal per dose ; the total amount 
given in the current course of bismuth therapy is given in table 2. The 
interval of time between the last dose of bismuth and the collection of 
sweat was from one hour (K) to three days (McD). 


TECHNIC 


Material—The subject was stripped and put in bed with a rubber sheet under 
him and another above, the latter roughly fitted to the body, tucked in around the 
neck and brought into apposition with the lower one. On this sheet, hot water 
bags were placed continuously, as hot as the subject could comfortably endure, 
and the whole was covered with blankets. The sweat accumulated at the most 
dependent portion of the bed, and at the end of the period was collected by a 
pipet ; the amounts obtained varied from 115 cc. (K) to 500 cc. (A). The sweat- 
ing periods were from one hour to one hour and a half, only heat being used 
as the diaphoretic agent. Those of the subjects who complained of thirst during 
the experiment were given small amounts of water. The specimen of urine was 
collected at the end of the sweating period. 

Method for Bismuth—The method used was that of Leonard.1 A measured 
portion of the material (sweat, urine, blood) was heated in a 250 cc. flask, after 
the addition of 5 cc. of concentrated sulphuric acid and 30 cc. of concentrated 
nitric acid, until brown fumes arose and the flask contents turned brown or black. 


* Submitted for publication, April 1, 1930. 

*From the Laboratory of Dermatological Research, University of Pennsyl- 
vania. 

1. Leonard, C. S.: Studies in the Pharmacology of Bismuth Salts, J. Pharma- 
col. & Exper. Therap. 28:81 (July) 1926. 
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Successive 5 cc. portions of nitric acid were added until the liquid in the flask was 
clear. Gentle heating was then continued until white fumes were seen in the 
flask and the liquid was colorless. After this mixture had cooled, a small amount 
of distilled water was added (from 8 to 10 cc.), and the whole made up to exactly 
25 cc. with freshly prepared sulphur dioxide water. In the examination of the 
specimen of blood, part of the water was replaced by 5 cc. of 10 per cent citric 
acid solution, to mask the’iron. Color was developed by adding 5 cc. of a 1.7 
per cent solution of potassium iodide. This color was compared in a colorimeter 
with a similarly developed color in a standard solution containing 0.1 mg. of 
bismuth. By this method, amounts as low as 0.01 mg. could be determined, and 
amounts less than this could be detected. 


TABLE 1.—Controls 








Substance Amount Tested, Ce. Bi Added, Mg. Bi Determined, Mg. 
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Taste 2.—Results of Analysis of Patients’ Sweat, Urine and Blood for Bismuth 
During Treatment with Bismuth 
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The method was checked by analyses of blanks and controls, the results of 
which, given in table 1, reflect its precision. The collecting apparatus was also 
checked by washing the rubber sheets with a liter of distilled water and testing 
the washings; these controls showed that no bismuth or interfering substances 
were present. 


RESULTS 


The results of the tests are tabulated in table 2; they are essentially 
negative, and are embodied in the following conclusions. The interpre- 
tation is that, as introduced, parenterally, bismuth is present in the 
blood in only infinitesimal amounts, and that it is concentrated and elimi- 
nated by the kidneys, but scarcely, if at all, by the sweat glands. The 
therapeutic concentration of this metal is thus comparable with that of 
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mercury, as brought out by Hanzlik in his discussion of a paper by 
Cole et al.2 He said, “One of the impressive things is the exceedingly 
minute concentration of mercury which must be in circulation in the 
body and suffices in the treatment of syphilis. The concentration 
appears to be as low as hundred thousandths or millionths of 1 per cent.” 


CONCLUSIONS 


The sweat of four patients undergoing an intensive course of treat- 
ment with bismuth was found to contain no bismuth. 

Urine from these same subjects showed the presence of bismuth in 
amounts of from 0.6 to 1.5 mg. per hundred cubic centimeters. 

Blood of one subject was examined and did not show the presence 
of bismuth. 


2. Cole, H. N.; Schreiber, N., and Sollmann, T.: Mercurial Ointments in the 
Treatment of Syphilis, Arch. Dermat. & Syph. 21:372 (March) 1930. 





KERATODERMA BLENNORRHAGICUM 


REPORT OF TWO CASES, GONOCOCCUS IN THE LOCAL LESIONS 
IN ONE CASE * 


BARRETT, M.D. 


CLEVELAND 


Vidal,‘ in 1893, was the first to describe a case of keratoderma 
blennorrhagicum. Since then, sixty-eight additional cases have been 
reported. These were reviewed to date by Keim®* in 1924, together 
with a case that he observed. Since 1924, thirteen additional cases 
have been reported by Smith,* Willmott,* Olivet,® Beatty,® Sholtz,’ 
Hansteen,® Rostenberg and Silver,® Millis ?° and Berman." 

This dermatologic condition is an interesting one, because it is 
such a definite clinical entity; it is rare, and yet it accompanies one of 
the commonest infectious diseases. It is confined almost exclusively 
to the male sex. 

DIAGNOSIS AND SYMPTOMATOLOGY 

The diagnosis can be made clinically. Three things are essential : 
(1) a gonorrheal infection along the genital tract, (2) a gonorrheal 
arthritis and (3) a keratotic eruption. 

The eruption may be generalized, or it may be confined to the 
feet, or more commonly to the hands and feet. It is roughly sym- 
metrical. The primary lesion is a vesicle. The secondary lesions are 


pustules and crusts or keratoses. There is usually a thick, dry, horny 


* Submitted for publication, April 22, 1930. 

* From the Department of Dermatology and Syphilology of Cleveland City 
Hospital and of the School of Medicine, Western Reserve University. 

1. Vidal: Ann. de dermat. et syph. 4:3, 1893. 

2. Keim, H. L.: MHistogenesis of Keratoderma Blennorrhagicum, Arch. 
Dermat. & Syph. 9:423 (April) 1924. 

3. Smith: Brit. J. Dermat. 37:234, 1925. 

4. Willmott, C. B. “Keratodermie Blennorrhagique” Vidal, Arch. Dermat. 
& Syph. 13:17 (Jan.) 1926. 

5. Olivet: Med. Klin. 22:916, 1926. 

6. Beatty: Brit. M. J. 1:14, 1927. 

7. Sholtz, M.: A Syndrome of Blennorrhagic Keratoderma, Arch. Dermat. 
& Syph. 15:165 (Feb.) 1927. 

8. Hansteen: Internat. Clin. 4:62, 1927. 

9. Rostenberg, A., and Silver, H.: Keratoderma Blennorrhagicum, Arch. 
Dermat. & Syph. 16:745 (Dec.) 1927. 

10. Millis: Urol. & Cutan. Rev. 31:418, 1927. 

11. Berman: Dermat. Ztschr. 51:420, 1928. 
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crust beginning about the toes and spreading over the soles. This is 
the result of coalescence of the individual crusted lesions, so that the 
soles have the appearance of a “relief map.” There is a heaping up 
of this crust under the toe-nails, and frequently the nails are cast off. 
There are crusts between the toes, which are more moist than the other 
lesions. The condition of the hands is similar to that of the feet. 
On other parts of the body the lesions are less numerous and more 
discrete. They may be found anywhere, but after the hands and feet, 
probably the most common sites are the penis and scalp. Berman "™ 
described a patient who had keratotic lesions on the penis and in the 
mouth. He referred to four other cases that he discovered in the Conti- 
nental literature, in which keratotic lesions were found in the mouth. 
There are usually some conjunctivitis and some inflammation of the 
mucus surfaces of the penis, but no keratoses have been noted on 
these surfaces. Gonorrheal endocarditis is a frequent observation in 
these patients. In rare instances there are bullous lesions which rupture 
and are followed by crust formation. 

The primary vesicle, usually being microscopic, is not often seen. 
Many of the lesions seem to start as pustules or as small, dark red 
maculopapules, later developing into the characteristic keratoses. The 
new discrete keratoses are small, yellow, waxy cones that are hard 
and dry. As they grow older, they become darker. They are rather 
easy to lift off the skin, and they leave a soft, reddish, slightly moist 
base. Asa rule, these horny deposits quickly reform. They persist for 
a long time, falling off only when the patient’s general condition 
improves, and reforming with each exacerbation of his disease. The 
patient is usually toxic, and suffers acutely from arthritis. If he is 
able to walk at all, the keratoses on his feet cause him much discomfort. 

In differential diagnosis, rupial forms of psoriasis and syphilis 
must be considered. 

ETIOLOGY 

It is generally agreed that the disease is gonorrheal in origin. There 
has been much discussion as to whether the local lesions are due to 
a reaction to gonorrheal toxins or to the presence of the organisms in 
the skin. Wadsack,'? Campbell ** and Du Bois '* found gram-negative 
intracellular diplococci in smears taken from the skin lesions, which 
could not be differentiated from gonococci. 


12. Wadsack: Berl. klin. Wcechnschr. 43:966, 1906. 

13. Campbell, cited by Sutton: Diseases of the Skin, St. Louis, C. V. Mosby 
Company, 1923, p. 438. 

14. Du Bois: Acta derm.- venereol., 1925, vol. 5, cited by Hansteen (footnote 8) 


and Gans (footnote 15). 
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PATHOLOGY 
Keim? gave a minute description of the histologic changes: 


The fundamental changes are as follows: first, there is epidermal vesiculation 
with a leucocytic reaction in the cutis. This is almost immediately followed by 
pustulation, and rapid drying down of the exudate with the formation of lamellar 
crusts, closely resembling rupia. The next stage in the evolution of the lesion 
consists in the throwing off of the crust and resulting slight epithelial atrophy. 
Coalescence of the individual lesions occurs frequently, with the formation of 
massive pustules and rupia-like crusts. 


Gans ** and Simpson?*® emphasized the intraceliular and extra- 
cellular edema and cell proliferation in the epidermis. Haase,'* Rosten- 
berg and Silver,® Gans**® and others pointed out that the pathologic 
picture is one of parakeratosis rather than keratosis or hyperkeratosis. 


REPORT OF CASES 
Two cases of this disease were seen at the Cleveland City Hospital 
in the last few vears. 


Case 1—L., a white man, aged 33, was admitted to the hospital in January, 
1926, with a urethral discharge and painful, swollen joints. The patient had his 
first attack of gonorrhea in 1918. At that time he had epididymitis and some 
symptoms in the joints. There were no skin lesions. The present attack, his 
second, started in November, 1925, with a urethral discharge; two weeks later, 
he began to have pain in his joints, which grew progressively worse. 

Examination revealed that he had chronic gonorrheal urethritis and prostatitis 
and gonorrheal arthritis involving the right ankle, left knee and left hand. There 
were crusted lesions on the soles of the feet. The lesions were confined more 
to the anterior part of the sole, and especially to the under surface of the great 
toe and to the outer and under surface of the anterior part of the sole. The 
lesions were made up of sharply defined, raised, very keratotic, hard areas which, 
as can be seen from figure 1, varied in size from that of a pea to an area 
greater than that of a silver dollar. They were made up of numerous minute 
vesicles and pustules and secondary crusts. Sometimes they were rather moist; 
at other times, dry and rather scaly. The areas extended between all the toes 
and around anteriorly, involving the toe-nails, which were very much thickened 
and layered; some pus could be squeezed out from their edges where they were 
inserted into the skin. There were no other skin lesions. The rest of the physical 
examination gave negative results. The urethral smears contained many gram- 
negative intracellular diplococci. The Wassermann reaction of the blood was 
four plus. The blood picture was normal. No specific organisms were found 
in the local lesions. 

The treatment consisted of the use of cinchophen, high caloric diet, foreign 
protein shocks (typhoid vaccine intravenously), sandalwood oil, urethral instillations 
of silver protein and prostatic massage. Nothing was applied to the feet. 

15. Gans: Histologie der Hautkrankheiten, Berlin, Julius Springer, 1925, 
vol. 1, p. 384. 

16. Simpson, F. E.: Keratosis, J. A. M. A. 68:1169 (April 21) 1917. 

17. Haase: J. Cutan. Dis. 34:819, 1916. 
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The patient improved slowly, and no new lesions appeared. He was discharged 
in May, 1926. His feet had resumed their normal appearance. His arthritis 
had almost completely disappeared. He was followed for two and one-half years, 
with no recurrence of his arthritis or keratoses. 

Case 2.—C., a white man, aged 28, was admitted to the hospital in October, 
1928, complaining of a urethral discharge and pain in several joints. He had 
had gonorrheal urethritis and arthritis five years before, but with no skin lesions. 





Fig. 1—Plantar keratoses (case 1). 


In September, 1928, his urethritis reappeared, and on October 12 his left knee 
and left hand became swollen and painful. On examination, the patient was found 
to have an acute gonorrheal urethritis and an acute arthritis of the left wrist, hand, 
shoulder, knee and ankle. The wrist was greatly swollen. He was very uncom- 
fortable from his arthritis, but had no fever and did not appear toxic. There 
were no skin lesions at this time. His penis, however, was swollen. The mucosa 
was inflamed, and there was some seropurulent exudate. There was no prostatitis 
or seminal vesiculitis. The remainder of the physical examination revealed nothing 
remarkable. The urethral smear showed many gram-negative intracellular diplo- 
cocci. All serologic tests were negative. The blood picture was normal. The 
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urine contained albumin and pus cells but no casts. A roentgenogram of the left 
foot showed a small exostosis on the os calcis. Treatment consisted of oil of 
sandalwood, instillations of silver protein and baking and massage of the affected 
joints. 

On November 1, a few flat, red papular lesions were noticed on his penis. 
During the following week, many scattered lesions appeared on the trunk, arms 











Fig. 2—Smear from base of keratotic cone; Gram stain showing intracellular 


diplococci (case 2). 


and legs. Soon after they appeared, they began to assume a rupoid appearance. 
lhere were no lesions at this time on the feet and only a few on the palm of the 
left hand over the metacarpal-phalangeal joints. In the mouth there was an 
irregular, red macular patch that covered much of the soft palate and the posterior 
third of the hard palate. These lesions later became papular, with a suggestion 
‘{ whitish puncta in their centers. Blood cultures made on a variety of mediums 
-plain broth, plain agar, ascites agar and hydrocele fluid agar—under normal 
and decreased oxygen tension remained sterile. Several crusts were removed from 
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Fig. 3—Penile keratoses (case 2). 








Fig. 4.—Discrete waxy keratotic cones on the forearm (case 2). 
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Fig. 5—Dorsum of the left hand showing discrete keratoses, confluent inter- 
digital lesions and edema from the arthritis (case 2). 











Fig. 6—Palmar surface of the same hand. 
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discrete lesions and smears made from the grumous material on the skin surface. 
A few gram-negative intracellular diplococci were found in these smears. 

On November 15, there were keratotic patches on both feet and hands. The 
penis was practically encased in a thick crust. There were six or eight large 
crusts in the scalp, fully three eighths of an inch in thickness, a few small lesions 
on the forehead, and many moist crusts between the fingers and toes. Under 
a few of the finger and toe nails were small crusted lesions, but none of the 











ey 











Fig. 7—Low power section through a discrete keratotic lesion, showing the 
dense cellular infiltration of the upper corium, with edema of the tissues. 


nails were loosened. A very few vesicles were seen from time to time. The 


lesions in the mouth were still present. There were no lesions, except on the 
hard and soft palate and about the gingival margins of the hard palate. 

On December 5, a small abscess appeared on the scalp over the right ear. 
Four cubic centimeters of thick stringy pus was aspirated. A smear showed 
gram-negative intracellular diplococci in almost every field. Following aspiration, 
the abscess disappeared without further attention. During the month of December, 
the condition of the patient improved considerably. His urethritis disappeared, 
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and his arthritis diminished. He became ambulatory. Concomitant with these 
changes, his skin improved. Most of the crusts dropped off, and no new ones 
formed. The patient was discharged in January, 1929. His skin was clear, and 
there was little residual arthritis. 

Histologic Examination.—Several pieces of skin were removed for study. The 
lesions chosen were: a new vesicular lesion, a typical small keratotic cone, and 








Fig. 8—Extensive edema of the epidermis and corium with minute vesicles at 
several places in the epidermis (case 2). 


a late lesion from which the crust had fallen. All the sections were fixed in a 
diluted solution of formaldehyde, embedded in paraffin, and stained with hematoxylin 
and eosin. 

The most striking changes occurred in the epidermis. It was thickened and 
the intrapapillary projections were practically obliterated due to edema of the 
epidermal cells, intracellular edema and some cell proliferation. Many of the 
cells in the upper layers were vacuolated. Numerous leukocytes, chiefly poly- 
morphonuclears, could be found between the prickle cells. The cells in the upper 


layers stained poorly. The cell outlines were destroyed, and the nuclei seemed 
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to have degenerated. In the upper layers of the epidermis, there were occasional 
small pockets filled with serum. These were covered by the stratum lucidum, 
stratum granulosum and a few layers of prickle cells. Older and larger pockets 
could be seen which contained many leukocytes. They could be called pustules 
or vesicopustules. The dermis showed considerable edema. The papillae were 
obliterated. There was a generous infiltration of leukocytes chiefly about the 
capillaries, the ducts of the sweat glands and the hair follicles. These cells were 
mostly mononuclears. This infiltration of mononuclears could be seen also in the 
subcutis about the sweat glands. 

A study of a small crusted lesion disclosed the lamellar character of the crust, 
with alternate clear layers and layers that contained leukocytes and cellular débris. 
The leukocytic infiltrate in the dermis and epidermis was much more pronounced. 
The rete pegs were long and thin, extending deep into the dermis. Tiny new 
vesicles and pustules could be seen in the epidermis just under the horny cone. 

In a still older section, from a lesion from which the crust had fallen, the 
epidermis was thin and regeneration of the granular layer had started. The long 
rete pegs could be seen projecting into the dermis. The prickle cells were still 
edematous. There were many vacuolated cells in the upper layers. The lower 
layers of the epidermis were deeply stained, and many mitotic figures could be 
seen. There were very few leukocytes in the epidermis. The corium was 
edematous. A few plasma cells and fibroblasts were scattered through the corium. 
There was still a rich infiltration of mononuclears in the corium. The walls of 
the blood vessels were thickened, and there were a few minute areas of hemorrhage. 
In other words, the histologic picture corresponded well with that already observed 
by others. 


COMMENT 

Very little has been said about the treatment for this disease. This 
consists of general measures that aim to control the gonorrheal infec- 
tion, i. e., local remedies instilled into the urethra, possibly surgical 
removal of the seminal vesicles, and such measures as are usually pre- 
scribed for gonorrheal arthritis and prostatitis. The skin eruption is 
not a serious complication in itself, but rather it indicates to what degree 
the patient is overwhelmed by his infection. 


CONCLUSIONS 
1. Two cases of keratoderma blennorrhagicum are added to the 
sixty-eight already reported in the literature. 


2. One of the cases was but the fourth in the literature in which 


typical gram-negative, intracellular diplococci could be found in the 
local vesicles, pustules and abscesses. Blood cultures were negative. 


3. One of the cases showed numerous discrete, fine, reddish papules 
over the hard palate as was described in five earlier cases. 

4. Keratoderma blennorrhagicum is a rare dermatologic condition 
affecting practically males only. However, I believe that more cases 
would be discovered if physicians would examine their patients with 
gonorrhea and arthritis more carefully. 
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Dermatophytid complicating tinea of the glabrous skin is not the 
novelty it was a few years ago, but cases are still so rare, or so rarely 
recognized, that they are worth reporting, especially if they show any 
unusual features. The concurrence of tinea pedis and tinea cruris is 
common, and this combination in conjunction with an eruption on the 
hands has been recorded, but I have been unable to find any detailed 
case history that would suggest dermatophytid consecutive to tinea 
cruris. The case described in the following report illustrates this 
condition. 


REPORT 





OF 





CASE 


F. G., a white youth, aged 17, a student, was seen on Jan. 17, 1930, with an 
eruption in the axillae, around the navel and on the thighs near the scrotum. The 
disease began on the thighs about two weeks before. On examination, there was 
an acute dermatitis with a sharp vesicular margin on each thigh adjacent to the 
scrotum and extending back onto the perineum and the intergluteal fold. The 
border on the perineum and buttocks was not definite. The navel and a zone 
around it about 5 mm. broad were dull red and slightly scaly. In each axilla, 
there was an eruption similar to that on the thighs. It was most extensive in 
the right axilla, where it extended about 10 cm. down the arm. In the axillae 
and on the thighs, the eruption was much more acute than is usually the case 
in tinea cruris: The color was a brighter red, and the margin was more distinctly 
vesicular. In scrapings from the thigh and axilla, mycelia of the ringworm type 
were discovered. Cultures were not made. The feet showed no evidence of 
infection. There was little or no deformity of the nails, and only very little 
maceration in the fourth interspaces. Examination of scrapings from the fourth 
interspace of the left foot showed no mycelia. The patient was given tincture 
of iodine diluted with 3 parts of alcohol to be applied twice a day. 

January 22: The iodine caused a good deal of irritation, but the thickening 
had disappeared, except from the borders of the lesions on the thighs. Beyond 
the border on the right arm, there were a few new spots. On both palms, there 
was a mild papulovesicular eruption, with a patchy erythema on the dorsa of the 
hands; this eruption had appeared about thirty-six hours before. The axillary 
and inguinal nodes were enlarged. The iodine was omitted and boric acid oint- 
ment prescribed. 

January 25: On the thighs, ‘here was still a good deal of congestion, and 
the border was still present, but less elevated and less acutely inflamed. In the 
axillae, the inflammation was greatly reduced, and the border was indefinite, 
except for places on the arms. ‘The palms were thickly set with small, firm, 
pink elevations, which appeared to be either papules or deep vesicles. The fingers 


were but slightly involved. The eruption extended over the wrists and the lower 






* Submitted for publication, April 10, 1930. 
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2 inches (5 cm.) of the forearms as closely set, small, erythematous papules, 
with a few superficial vesicles, becoming sparse above. On the dorsa there 
were closely set erythematous papules, with marked congestion. On the arms 
and chest near the axillae were a few scattered, erythematous papules. The rest 
of the trunk showed slight mottling only. 














Fig. 1—The result of a trichophytin intradermal test on the left shoulder and 
of a patch test on the right shoulder. 


Since the previous day there had been on the soles and borders of the feet, 
extendng from 3 to 4 cm. on the sides of the heel, an eruption of superficial ery- 


thematous papules, some containing a little serum. There was very little macer- 
ation between the toes; nothing suggesting infection. Epidermis was removed 
from a papule on the inner surface of the left heel, the cut going deep enough to 
draw blood. This fragment contained many fine, twisted mycelial threads. A 
large number of other fragments of epidermis from the sole and borders of the 
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left foot, all more superficial than the first, showed no mycelia. Scrapings from 


the right thigh showed none. The patient stated that the eruption on the hands 


subsided during muscular activity and increased when he was quiet, as when he 
was reading. It was better in the morning than at night. The use of tincture 


of iodine was resumed. 














| 





it —_ a — 


Fig. 2—The result of a trichophytin patch test on the right forearm. 


January 29: The eruption in the axillae looked like a mild subsiding derma- 
titis. In the thighs, the distinct border persisted, but was almost flat. No mycelia 
were found in scrapings from the left thigh. The papulovesicle eruption on the 
palms and the erythematous eruption on the wrists were still present, but the 
latter was flatter and less red. The patient stated that several small vesicles had 
ruptured. No mycelia were found in vesicles from the palms. The eruption on 
the feet persisted, but was rather less elevated. No mycelia were found in 
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vesicles from the heel and border of the left foot. The tenderness of the axillary 
and inguinal lymph nodes was still present, but was subsiding. On the face, 
especially on the upper lip, there was an indefinite scaling eruption suggesting a 
mild dermatitis seborrhceica. The use of iodine was discoritinued, and the use 
of 6 per cent white precipitate ointment was substituted for it. 

February 3: There was only a slight scaling on the arms near the axillae, 
but mycelia were not found. On the thighs, the definite border persisted, but 
was not so inflammatory. On the anterior surface of the left thigh at about the 
middle was a dull red, scaly patch about 0.5 cm. in diameter; the scales contained 
mycelia. Pruritus ani persisted, but there was no evidence of tinea in this region, 
and scrapings showed no mycelia. The inguinal and axillary nodes were still 
slightly enlarged and tender. There was superficial peeling of the palms, but no 
vesicles or erythema. On the wrists, there were still a few erythematous spots. 
On the feet and on the face the eruption was gone. The use of tincture of iodine 
was resumed. 

February 13: The axillae were apparently cured. The thighs showed no 
positive evidence of disease, but pruritus persisted. A trace of peeling on the 
hands and stains on the forearms were noted. On the feet, there were only the 
stains left by the incisions made when specimens were taken. The deeper cut on 
the heel, from which a specimen containing mycelia was obtained, was darker 
and larger than the others. The use of tincture of iodine on the thighs was 
ordered continued for three days, after which only a dusting powder was to be 
used. 

February 18: Dr. Marion Sulzberger made an intradermal test with 0.1 ce. 
trichophytin on the left shoulder, and a trichophytin patch test on the right 
shoulder, right forearm and dorsal surface of a finger. 

February 20: All of the tests gave a positive reaction, except that on the finger. 
The original eruption had disappeared, except for deep staining on the thighs. 

February 26: On February 22, the patient had noticed an eruption on the 
back of the neck, which increased till February 24, and then began to subside. On 
examination it consisted of a group of pink pruritic nodules, apparently urticarial, 
extending about 6 cm. on each side of the midline and about 7.5 cm. in vertical 
diameter on the nucha and lower part of the scalp. At the time of writing there 
remained only a few erythematous patches, with no thickening. Since the onset 
of this complication, the patient had felt tired, unenergetic and depressed. Only 
brown stains remained in the axillae and on the thighs. Scrapings from the 
axillae showed no mycelia. 

The feet and hands were apparently normal, except that under the fourth 
interspace of the right foot was a small mass resembling a vesicle, but excision 
revealed no fluid, and microscopic examination showed no mycelia. Scraping from 
the fourth interspace of the right foot revealed no mycelia. 

March 1: The reaction to the trichophytin test was fading rapidly on all 
three areas. 

COM MENT 


The inflammatory reaction to the original infection was unusually 
acute. The color was bright red, and the border was vesicular rather 


than papular. The treatment with tincture of iodine caused an increase 
in the inflammatory reaction. It is to be noted that careful exami- 
nation of the hands and feet at the first visit, two weeks after the onset, 
failed to show any sign of infection. Three days after the flare-up 
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caused by the iodine, there was an outbreak on the hands, and after 
another four days, on the feet. This secondary rash did not look like the 
eruption commonly seen in tinea pedis, but resembled rather a mild 
dermatitis venenata. The vesicles were small and superficial; it was 
difficult to get a fragment of skin large enough for examination, and in 
order to do so, it was necessary to cut beyond and beneath the vesicle 
itself. In only one of the many specimens taken from hands and feet, 
in the one to obtain which the deepest cut was made, were mycelia 
found. The secondary eruption was transitory and disappeared practi- 
cally without treatment; the patient applied weak tincture of iodine 
once in a while, but neither regularly nor extensively. This evanescence 
of the secondary eruption was in marked contrast with the rebellious- 
ness of the original focus of infection, which was unusually resistant 
to treatment. The patient’s skin was allergic, as shown by the positive 
reaction in the trichophytin test. The whole picture is characteristic 
of dermatophytid, a transitory eruption, for the most part sterile, on an 
allergic skin, consecutive to a severe tinea, and in this case consecutive 
to a tinea that had been irritated by treatment. 

The eruption on the face is an unusual feature, and I have seen 
but one reference to a similar occurrence.’ It did not suggest either 
tinea or dermatophytid ; it was only a mild erythema with slight scaling, 


and I did not connect it with the tinea cruris until after seeing the 


article mentioned. In view of the time of its occurrence and _ its 
transitory character, I think it must be interpreted as a rare form of 
dermatophytid. 

The urticarial outbreak four days after the trichophytin test is 
difficult to interpret. It was part of a general reaction, as it was 
accompanied by pallor and lassitude. It may have been due to food 
poisoning, but there was no evidence of this; there was neither indi- 
gestion nor constipation. I am inclined to regard it as part of a 
delayed systemic reaction to the trichophytin tests, but this view needs 
confirmation. 

SUM MARY 

A report is given of an eruption following the typical course of 
dermatophytid, and of an appearance common in that eruption, con- 
secutive to severe tinea cruris. It is believed to be the first case of the 
kind recorded. 


1. Ravaut; Basch, and Rabeau: Ann. de dermat. et syph. 6:967, 1928. 
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Since the work of Lemaistre, Sabouraud and later investigators, 





streptococci have been accepted as the causative organisms of perléche. 






In a recent article, Finnerud ' has reported a series of 100 cases and 
proved conclusively that the disorder in this series was of mycotic 
origin. The organisms isolated were Fungi imperfecti of Cryptococcus 
and Monilia genera. All of his cases were in children who lived in a 







single orphange. 
The cases herein reported are isolated instances of the disorder as 







it is seen occurring in its chronic form in adults, the youngest patient 
being 40 years old, and the shortest duration being three years. 

All the patients presented practically the same type of lesion (fig. 1). 
These occurred at both angles of the mouth and varied from 7 to 12 









mm. in length. All were roughly wedge-shaped, fissured in their long 
dimension and showed slight maceration and thickening. There was 
some scaling of these erythematous areas which stopped abruptly at 
the vermilion border of the angles of the mouth. The lesions never 
bled or ulcerated. The patients complained only of a sensation of dry- 
ness and of slight pain when opening the mouth widely. 

It was noted that in each of these adults with perléche, the upper 
lip drooped at the angles of the mouth in such a way as to produce 









an intertriginous area, an exaggeration of the normal fold, as mentioned 
by Dr. D. W. Montgomery in his discussion of Dr. Finnerud’s paper. 
It seemed as though this fact might well be a contributing etiologic 






factor in the cases herein recorded. 







OF CASES 





REPORT 







Case 1.—The patient was a Jewess, aged 46, who had had the disorder at the 
left angle of the mouth for four years, and at the right angle for six months. 
The subjective symptoms consisted of slight soreness on opening the mouth and an 
occasional sensation of dryness. The older lesion was a macerated, fairly deep 
fissure, 12 mm. long, surrounded by an erythematous, scaling, wedge-shaped zone. 
The newer lesion on the right was similar in character but much smaller. 









* Submitted for publication, May 3, 1930. 
1. Finnerud, C. W.: Perléche: A Clinical and Etiologic Study of One Hun- 
dred Cases, Arch. Dermat. & Syph. 20:454 (Oct.) 1929. 
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Cases 2 AND 3.—These patients were Jewesses aged 46 and 41, respectively, 
and presented approximately the same clinical characteristics as the first patient. 
The lesions had been present in one instance three, and in the other five years. 

CasE 4.—The patient was a Jewess, aged 44, who had had an identical con- 
dition of the angles of the mouth for more than three years. She also had a 
scaling, erythematous, intertiginous dermatitis beneath each breast. 

Case 5.—This patient was a German woman, aged 45, who had had the dis- 
order for many years. She stated that the lesions improved at times but never 
healed. The lesions of both sides of the mouth were of the clinical appearance 
characteristic of the chronic type of perléche. 


CULTURAL, MORPHOLOGIC AND EXPERIMENTAL OBSERVATIONS 


Scrapings from all the lesions of the angles of the mouth were 


planted on Sabouraud’s maltose agar only and left at room temperature. 


7 





Fig. 1 (case 1).—Typical chronic perléche in an adult. The involvement is 


most marked at the left angle of the mouth. 


Within from three to five days small, elevated, whitish, yeasty-smelling 
colonies appeared. Gradually these enlarged and acquired a cream- 
colored or brownish tinge, finally coalescing to form a homogeneous 
mass with a slightly wrinkled, glistening surface (fig. 2). Smears 
from these colonies revealed round and ovoid, budding forms of singly 
and doubly contoured refractile cells. The organisms were gram- 
positive, and no asci or mycelia were demonstrated. The microscopic 
appearance of the organisms remained the same in all the cultures, 
regardless of age, except that numerous empty or dead cells were seen 
in smears of old cultures. Staphylococci were the only organisms found 
interspersed with the yeasts, and these only in the primary cultures. 
Subcultures showed yeasts in pure culture which were morphologically 
the same as those of the initial culture. The cells varied considerably 
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in size, probably averaging 4+ or 5 microns in diameter (fig. 3). From 
the foregoing characteristics they were classified as cryptococci, in that 
definite attempt at mycelium formation was never noted, even in the 
oldest cultures. Cultures from beneath the breast in case 4 showed 
only staphylococci. 

An inoculation of a pure culture of Cryptococcus recovered from a 
lesion of perleche from case 2 was made under the breast of the first 
patient. The skin was cleansed with soap and water, followed by 
application of alcohol. It was then slightly scarified, and a small 
amount of the culture was lightly massaged in. When the patient was 











Fig. 2.—Right, old primary culture; the yeast colonies have coalesced. Below 
are small, discrete and confluent colonies of staphylococci. Left, old pure sub- 
culture of yeast from tube 4, the microscopic appearance of which is shown in 
figure 3. 


first seen after the inoculation (on the fifth day), a scaling, slightly 
erythematous lesion, with a central erosion, 10 mm. across, similar in 
appearance to the lesions at the angles of the mouth, had appeared 
(fig. 4). Direct cultures from this lesion on Sabouraud’s maltose agar 
showed cryptococci mixed with staphylococci; subcultures showed pure 


cryptococci. This is identical with the observations from the angles of 


the mouth. Ten days after the inoculation, a less well-defined, dime- 
sized patch of scaling with a small central erosion was still present. 
Only staphylococci could be grown at this time. 





SKOLNIK—PERLECHE 


Fig. 3—Photomicrograph of a subculture, showing characteristic, doubly- 
contoured, round and oval, gram-positive organisms. There are budding forms 
but no mycelia; * 1,700. 





Fig. 4—Photograph of an experimentally produced lesion beneath breast five 
days afer inoculation with a pure culture of yeastlike fungi recovered from a 


patient with perléche, showing a macerated center and scaling periphery. This 


lesion persisted clinically for twenty-four days. Organisms identical to those 
used for inoculation were recovered culturally on the fifth day, but no yeasts 
grew from cultures made on the tenth and fifteenth days. 
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Cultures from the angles of the mouth of ten normal persons were 
made on Sabouraud’s maltose agar medium, and without exception, no 
yeast or yeastlike organisms were recovered. 


SUMMARY 

Five cases of perléche are reported. They were all bilateral and 
chronic and were in adults. 

Organisms, identified as cryptococci, were cultivated from the lesions 
in each case. 

Inoculation of a pure culture of Cryptococcus made under the 
normal breast produced a lesion similar to those at the angles of the 
mouth which disappeared spontaneously within from three to four 
weeks. 

Cryptococci were isolated from this experimentally produced erosion 
on the first of three attempts, which was on the fifth day. No yeasts 
grew from scrapings cultured on the tenth and fifteenth days. 

Control cultures made from the angles of normal mouths revealed 
only bacteria. 

CONCLUSIONS 

From this study the following conclusions may be drawn: Crypto- 
cocci apparently are of etiologic significance in chronic perléche in 
adults. This supplements the work of Finnerud who demonstrated that 


perléche in children can be caused by yeast and yeastlike fungi. 
The exaggeration of the normal fold at the angle of the mouth, 


by a drooping upper lip, a common occurrence in adults, apparently con- 
tributes to the etiology and to the chronicity of the disorder. 
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A careful review of the literature shows that in only ten instances 


has lupus erythematosus involved the fingers and hands sufficiently to 


cause destruction of the nails and limitation of motion to such an extent 
that complete disability has resulted. Such a case and the results of 
treatment with gold and sodium thiosulphate are reported herein. 


REPORT OF CASE 


Clinical History. —J. W. R., aged 49, was first seen on July 6, 1925, and his 
complaint at that time was loss in weight, weakness and a skin eruption that 
involved the face, ears, back, arms, legs, hands and feet. The eruption rendered 
him almost a cripple. He had not worked for seven years until recently, when 
he became a helper in a pressing establishment. 

The family history revealed no tuberculosis or serious disease in his parents 
or immediate relatives. 

The patient’s history, except for the usual diseases of childhood, was unim- 
portant. The condition presented dated back to 1921, when the patient first noted 
a reddish-brown spot on the right cheek. Two months later several smaller ones 
appeared on the chin and on the mucous membrane of the lips, and about the anus. 
Within a year the ears, back, arms, fingers, legs and soles were involved in 
the order named. At this time, 1923, the patient, who had been manager of a cloth- 
ing store, was forced to give up his occupation on account of inability to walk 
and general weakness, accompanied by marked loss of weight. A _ diagnosis 
of weeping eczema and later one of eczema due to protein poisoning was made, 
and the patient was treated without results. The individual iesions spread 
gradually. In spite of four negative Wassermann reactions, the patient received 
four courses of antisyphilitic treatment with no improvement. In 1924, the patient 
was seen by a dermatologist who made a diagnosis of lupus erythematosus. The 
disease had progressed slowly until great disability had been produced. 

Examination (July, 1925)—The patient was middle-aged, thin and anemic- 
looking ; he was scarcely able to enter the room with the aid of two canes. When 
asked to sit down, he lowered himself very gently and sat on the side of the chair. 
The general examination revealed nothing abnormal except anemia and loss of 


* Submitted for publication, April 22, 1930. 
* Read before the Clinico-Pathological Society, Washington, D. C., Feb. 28, 
1930. 
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weight—the patient weighed 119 pounds (54 Kg.) instead of from 150 to 160 
pounds (68 to 72.6 Kg.). His lungs were normal and a roentgenogram of the 
chest made later was reported as showing no disease. The hemoglobin was 75 
per cent, with 4,000,000 red cells and 10,400 white cells. The differential count 
was normal. No Wassermann test was done, as four previous ones had been 
negative. Two tests with old tuberculin (0.75 mg. and 2 mg.), which were per- 
formed at three-month intervals, gave negative results. 

The skin lesions were numerous and varied in appearance with their location. 
Those on the lips and about the anus differed from those on the palms and the 
soles, and from the usual lesions on the glabrous skin. The circumscribed patches 
on the trunk and limbs showed the usual signs of the chronic discoid type of 
lupus erythematosus, i. e., marked erythema, diffuse hyperkeratosis with localized 
elevations in the form of the so-called carpet-tack plugs firmly anchored in the 














Fig. 1—Dorsal view of the right hand, showing the lesions on the fingers and 
the destruction of the nails. The left hand is similarly involved. 


skin, atrophy and a moderate amount of infiltration. All these lesions were par- 
ticularly sensitive to touch, although no definite eroded areas were present. 

The lips and the mucous membrane on the inside of the mouth for a distance 
of 2 cm. showed eroded areas varying in size from that of a pea to that of a 
dime. The surface of some of these eroded areas was covered with masses of 
yellowish-brown, horny material about 0.5 cm. in thickness. Innumerable fine 
fissures traversed these areas for a distance of from 1 to 2 cm. All these lesions 
were acutely painful to touch, and movements of the lips were rendered difficult. 
The perianal region had a somewhat similar appearance, but the lesions appeared 
moist and closely resembled those found in leukoplakia. Radial fissuring caused 
marked pain with defecation. 
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The changes in the nails were the most interesting and the most marked. 
Both thumb-nail plates seemed to be raised 0.5 cm. from the nail bed by a mass 
of friable, yellowish-brown, horny material similar to that seen on the lips. This 
material could be easily curretted away for 1 cm. behind the free edge of these 
nails. The nails themselves had a dull appearance, but they were not friable or 
brittle and their growth did not seem to be interfered with in any way. There 
were no lesions of lupus erythematosus on the dorsal skin surface of the thumbs. 
On the back of the first and second phalanges of the second, third and fourth 
fingers of the right hand and of the first and second fingers of the left hand 
there were several patches showing a deep red, infiltrated skin covered with a 
small amount of scales and horny plugs. On these fingers the inflammatory 
process had extended from the skin to involve the nail, and the nail plate had 
been entirely destroyed, leaving the nail bed exposed as a deep red, shiny area. 














Fig. 2—Palmar aspect of the hands, showing the contractures and rigidity of 
the fingers and a keloidal-like thickening of the entire palms. 


The surface of the nail bed was uneven and marked by two or more shallow 
furrows running in the long axis of the nail. The remaining nails were less 
involved, but their lateral walls appeared red and swollen and they were sur- 
rounded by a ring of infiltration. Their growth had been disturbed, for the 
surfaces were uneven and furrowed and the nails themselves were thickened 
and brittle and had a dull, glazed appearance. The distal joints of the fingers 
most involved appeared to protrude more than normal, although they were smaller 
than would be expected in fingers of this type. The roentgen examination of 
beth hands and wrists made on Jan. 23, 1930, showed the presence of some 
decalcification of all the bones. The appearance was that of decalcification due 
to disuse. There was no evidence of an inherent pathologic process in the bones 
or joints. There was some deformity of the right little finger, which was probably 
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due to muscle contracture. This destructive involvement of the finger-nails, 
known as lupus erythematosus ungium mutilans, is evidently a rare condition, as 
I was able to find it mentioned in the literature only ten times. 

The skin on the palmar surfaces of the hands showed a variegated picture. 
Thickened, inflammatory areas alternated with areas of marked scarring and 
fibrous tissue formation. The fingers were held so rigidly that the patient could 
not flex them sufficiently to grasp a doorknob or to pick up small objects such 




















Fig. 3.—Bullous and eroded lesions on the sole of the right foot. The left 


foot is similarly involved. 


as a pencil or a button. The finger-tips were acutely sensitive, and the atrophy of 
the distal phalanges seen in the roentgenogram might be explained as atrophy due 
to disuse. 

In January, 1930, the patient was carefully examined by Dr. Worth Daniels. 
[he essential points of interest in his examination were as follows: Examination 
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of the blood showed: 68 per cent hemoglobin, 3,968,000 red cells and 11,400 
leukocytes, with 75 per cent polymorphonuclears, 18 per cent lymphocytes, 3 per 
cent large mononuclears and 4 per cent transitional cells. The Wassermann 
reaction was negative, and urinalysis gave no abnormal observations. The exami- 
nation of the sputum was negative for tubercle bacilli on several occasions. The 
chest was normal except for an unusual prolongation of expiration at the right 
apex anteriorly and the presence of a number of constant crepitant rales which 
persisted in this area after coughing. The heart was normal, and the blood 
pressure was 130 systolic and 85 diastolic. Roentgen examination of the chest, 
made by Dr. Coe in January, 1930, showed no evidence of abnormality of the 
bony framework, the heart or the great vessels. There was an area of infiltration 
on the right side opposite the fourth anterior interspace which had the appear- 
ance of a recent tuberculous infiltration. This area was connected to the hilus 
by a heavy band of fibrous tissue. The pleura was slightly thickened over both 
apexes but there was no further infiltration of the lungs. 

Course of the Disease—My experience in 1924 with a European gold prepa- 
ration (4-amino-2-auro-thiophenol carbonic acid) made me hesitate to use it for 
a patient in such poor general health, and he was told nothing could be done 
except improve his general condition and remove any focus of infection. When 
Schamberg and Wright’s article appeared in February, 1927,1 the patient was 
asked to take this new gold preparation. It was not until two years later, in 1929, 
that he consented to undergo the treatment. 

From Jan. 2 to Oct. 15, 1929, the patient received 2,000 mg. of gold and 
sodium thiosulphate. The experiences of Schamberg, Ketron and others warned 
me not to begin with the large dose of 100 mg. that was originally recommended. 
Beginning with 10 mg., the dose was gradually increased according to the reac- 
tion of the lesions and the general symptoms of the patient. Early in the course 
of treatment, the patient had a chill, nausea and vomiting from three to four 
hours after the injection of 50 mg. A feeling of uneasiness and general weak- 
ness lasted for about forty-eight hours. The lesions became very red and swollen 
on the edges and itched considerably. Injections were given at weekly intervals, 
except when it was necessary to stop the treatment entirely for four weeks owing 
to the severity of the general reaction. After the sixth injection all the lesions 
began to show signs of improvement—the edges were less infiltrated and less red, 
and superficial scarring took place. The lesions on the lips, the perianal region 
and the finger-tips were distinctly less painful. From this point on the dose was 
gradually increased from 65 to 100 mg.; the last ten injections were of 100 mg. 
each. Following this series of injections the lesions, especially those on the hands 
and feet, showed marked improvement and the patient gained 11 pounds (5 Kg.). 
However, the general reaction was so severe that all treatment was stopped on 
October 29. A punctate, bright red, papular rash appeared on the trunk and the 
extremities, and this was accompanied by intense generalized itching, signs of 
extreme prostration and shaking chills. 

The patient was not seen again until December 15, when all the general 
symptoms had cleared up and he had gained 5 pounds more (2.3 Kg.). The 
lesions had improved still further in every respect. During the periods of the 
greatest general reaction, the leukocytes rose to 18,000, while the urine showed 
a moderate trace of albumin and a few finely granular casts on two occasions. 


1. Schamberg, J. F., and Wright, C. S.: The Use of Gold and Sodium 
Thiosulphate in the Treatment of Lupus Erythematosus, Arch. Dermat. & Syph. 
15:119 (Feb.) 1927. 
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The progress made in the condition of the hands and fingers was remarkable. 
The lesions of lupus erythematosus usually heal by the production of nonelastic 
fibrous scar tissue and often result in contractures of the hands and fingers. 
The marked infiltration, the exquisite tenderness particularly on the tips of the 
fingers and the rigidity of the fingers had largely disappeared, while the skin 
itself had become elastic and flexible. The patient can now grasp a doorknob 
and pick up small objects, and I believe that he even does a little sewing. 
Although the nails and ends of the fingers are still the seat of active disease, 
they have undergone satisfactory improvement. The nail plate of the thumb- 
nails, which was raised up by a mass of friable, yellowish, horny material (almost 
a centimeter from the nail bed), has assumed an appearance approaching that of a 
normal nail. I fear that the matrix on several fingers of both hands has been 
entirely destroyed and no further production of nail can be hoped for. The 
remaining nails have a chance to develop into useful organs, although they may 
have an unsightly appearance. His general health has improved greatly. When 
he was first seen, his weight was 119 pounds (54 Kg.) and this dropped to 116 
(52.6 Kg.) in January, 1929. During the past year, he gained 19 pounds (8.6 
Kg.). His present weight is 135 pounds (61.2 Kg.), but he should weigh approxi- 
mately 160 pounds (72.6 Kg.). 

The lesions themselves have improved markedly, some more than others. The 
ears, which were of a stony hardness, bright red and extremely tender, have become 
more flexible, less infiltrated and scarcely sensitive to the touch. The involved 
areas have largely been replaced by a thin, smooth scar. The lips and the peri- 
anal region no longer show eroded areas, but fissuring and hyperkeratosis are 
present. The large discrete lesions on the trunk and the extremities have been 
arrested in their extension, and most of them show healing with superficial scar- 
ring and occasional areas of active disease. This progress is indicated by the 
loss of the red color and the infiltration beginning on the edges of the patches. 
Although his feet are not nearly well, he has gradually given up the use of the 
canes and moves about the pressing shop with comparative ease. Considerable 
hyperkeratosis and erosion appear from time to time and much improvement is 
expected from further treatment. 


COMMENT 
The use of a gold compound in lupus erythematosus in large numbers 
of cases represents an advance in dermatologic therapy closely approach- 
ing that of arsphenamine in syphilis. The cause of lupus 


erythematosus is not definitely known at present. A large number of 
investigators believe that the skin lesions are due to an organism of 
unknown origin that gives off a toxin from a focus of infection. Cases 


of complete cure after the removal of infected tonsils or teeth are on 
record. Another large group of investigators feel that the disease is 
tuberculous in origin, although the tubercle bacillus has never been 
demonstrated in the lesions per se and the histologic picture bears no 
resemblance to that of any lesion produced by either the bacillus (as in 
lupus vulgaris) or its toxin (as in the tuberculids). 

Gold therapy was first used on account of the possible tuberculous 
origin of this disease. Although in this country a gold compound was 
tried as early as 1810, by White in the treatment for tuberculosis, it 
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was not until 1890, when Koch showed that the tubercle bacillus was 
killed in vitro in weak solutions of gold, that a general interest was 
aroused. European investigators have treated this disease for the last 
two decades, but their success has not been brilliant on account of the 
toxicity of the preparations used or the fact that the dosage has been 
too high. Schamberg,* of Philadelphia, and his co-workers succeeded 


in producing a preparation called gold and sodium thiosulphate, the 


toxicity of which has been low enough to permit its use in small doses 
over long periods of time. Its long-continued use without injurious 
effects to the human organism is necessary in widespread chronic cases 
such as the one reported. 

3efore the introduction of this drug, there was practically nothing 
to be done for lupus erythematosus. Carbon dioxide snow, radium, 
roentgen therapy, desiccation and local applications did little to arrest 
the course of the disease and the lesions either gradually spread to 
involve large areas, such as the entire face and scalp, or underwent an 
acute flare-up with widespread dissemination and often death. If the 
chronic lesions finally cease to spread, irreparable damage has already 
been done, for the disease in the healed stage is characterized by ugly, 
white, smooth scars of a superficial character. Hope lies, then, in pre- 
venting the spread of old lesions and the appearance of new ones. 
Considerable success has been obtained in this direction, for Marten- 
stein in the treatment of forty-two patients reported that in 66 per cent 
the condition was clinically cured, in 14 per cent it was improved, in 
10 per cent unimproved and in 10 per cent aggravated. This report 
was made in 1922, and the aggravated cases may be explained by the 
fact that larger doses and a more toxic product (4 amino- 2 auro- 
thiophenol carbonic acid) were employed at that time. I used some of 
the 4 amino-2 auro-thiophenol carbonic acid in 1924, but although I 
employed half the recommended dosage, such severe reactions were 
encountered after each of three injections in two cases that I was 
afraid to continue. This difficulty has been largely removed by the less 
toxic product of Schamberg and Brown. Fried * reported cure in three 
of fifteen cases, improvement in eight and little or no change in the 
remaining four. His lack of success may be attributed to the same rea- 
son. Ullmann‘ reported eleven cures in eleven patients treated. Scham- 
berg and Wright obtained cures in eleven of twenty-five cases, marked 
improvement in twelve, and no improvement in one; in one case death 


2. Schamberg, J. F.; Harkins, M. J., and Brown, H.: Gold Compounds in 
Treatment of Experimental Tuberculosis of the Skin in Animals, Arch. Dermat. 
& Syph. 13:43 (Jan.) 1926. 

3. Fried: Tr. Wien. dermat. Gesellsch., 1923. 

4. Ullmann: Wien. klin. Wehnschr. 23:579, 1924; Tr. Wien. dermat. 
Gesellsch., 1923. 
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occurred. Whitehouse and Bechet * treated thirty patients; eight were 
cured; eleven were greatly improved, ten were slightly improved, and 
one was unimproved. Similar experiences have been reported through- 
out the country. In six cases of my own, the condition in four has 
entirely cleared up; a fifth patient, still under treatment, is practically 
well, and the sixth case is reported herein. 

Judging from the improvement already made, the patient in the case 
reported should be materially benefited by further treatment after a 


suitable rest period, and his earning capacity should be considerably 


increased. 
Columbia Medical Building. 


5. Whitehouse, H. H., and Bechet, Paul E.: Lupus Erythematosus, Lupus 
Vulgaris, Tuberculids and Tuberculosis of the Skin: Treatment with Gold Com- 
pounds, Arch. Dermat. & Syph. 16:563 (Nov.) 1927. 
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The term “pyoderma” denotes a purulent infection of the skin due 


to pyogenic organisms, ordinarily staphylococci. During the last two 


or three years, we have observed a number of rare instances of exten- 
sive sloughing ulceration of the skin, similar in many respects to ful- 
minating echthyma gangrenosum, but essentially a form of pyoderma, in 
which the hemolytic streptococcus and the staphylococcus were found 
repeatedly. 

Besides the cutaneous lesions, each patient presented a_ serious 
infectious process of long standing elsewhere in the body, which served 
to prepare the way for the ulcerations of the skin by producing marked 
constitutional debility. During the period of observation in each case 
throughout a series of exacerbations and remissions, it appeared evident 
that there was a definite parallel relationship between the underlying 
debilitating disease and the cutaneous manifestations. 

Of the five patients whose cases form the basis of this report, four 
had chronic ulcerative colitis, with recurrences dating back over a period 
of from two to nine years; the other one had empyema of six months’ 
duration following influenza. The latter patient died following an 
attempt to drain the empyema cavity. The others were under observa- 
tion in the hospital for many months because of the ulcerations of the 
skin and the bowel, and afforded opportunity for ample study. 

The bowel appeared to be the site of the major nidus of infection, 
control of which was essential to the successful management of the 
entire problem, including the ulcerating pyoderma. The activity of the 
cutaneous lesions at any one time depended on the particular state of 
the underlying disease. 

During the most active stage of ulceration, the lesions of the skin 
presented an unusual appearance. They were single or multiple and 
sometimes involved the entire extent of the abdominal or thoracic wall. 


* Submitted for publication, May 17, 1930. 
* From the Section on Dermatology and Syphilology, the Mayo Clinic. 
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The borders of the ulcers were well defined because of their striking 
blue color, which clearly outlined the lesion as it extended peripherally 
in rough serpiginous configuration. The blue zone consisted of an 
edematous, boggy strip from 5 to 8 mm. wide in which there had been 
extensive undermining and necrosis of the subcutaneous tissue, the 
epidermis remaining as a thin, gray, translucent film extending over the 
crater of the lesion, in a ragged, irregular fashion. On the advance of 
the undermining process, often at the rate of from 1 to 2 cm. in twenty- 
four hours, a zone of erythema extended as an areola into the area of 
normal skin. 

The base was moist and covered with mucopurulent exudate of pus 
and tissue débris, which exuded from the area of necrosis. Pressure on 
the border caused considerable gelatinous pus to ooze into the wound. 
Granulations were dependent on the stage of activity of the ulceration 
as a whole. During the acute phase, they were digested away; when 
the advance was less active and the general condition of the patient 
improved, the granulations appeared in profusion. 

Healing occurred by epithelial outgrowths from the periphery, with 
resulting thin, atrophic scarring, with some brownish pigmentation. 
After healing, the scars maintained the serpiginous outline, making 
them practically indistinguishable in themselves from a syphilitic scar. 
In certain areas, healing was delayed, and small fistulous tracts 
remained, from which pus could be obtained on pressure. In such areas, 
the epidermis and scar tissue would frequently assume a vegetative or 
verrucous character, similar to that seen in dermatitis vegetans. 

Certain of the patients did not have elementary lesions. It was 
during a stage of acute exacerbation in one of the cases that the essential 
features in the production of the ulcers could be followed. The lesions 
occurred in crops as small, discrete pustules surrounded by an inflam- 
matory areola. Within a few days the center of the pustule softened 
and the covering skin became blue and broke down. The lesion either 
underwent involution or extended peripherally, to coalesce with others 
adjoining to form a larger, superficial ulcerative process, as described. 


LITERATURE 
Extensive ulcerative pyoderma of the fulminating type has been 
described under a variety of terms. The condition is undoubtedly rare, 
as attested by the expressions of experienced observers who have had 


occasion to study such cases in the hospital from time to time or as they 


are presented before groups of dermatologists for consideration. The 
paucity of reports in the literature may be more apparent than real, how- 
ever, owing to possible confusion in nomenclature. 
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Engman and Heithaus* described a similat syndrome of ulceration 
of the skin in association with diarrhea, which they were inclined to 
attribute to amebic infection. In one patient, a boy aged 5, motile 
amebic forms were demonstrated in the pus from the lesions in the 
skin and in the intestine. 

Other reported cases of amebic infections of the skin have been 
rare. Heimburger,” in recording a case from China, was able to review 
only eight or nine cases, most of which had occurred subsequent to per- 
foration of a hepatic abscess. Cole and Heideman* reported a case 
of a peculiar ulcer of the skin of the abdomen following appendectomy, 
in which motile ameboid forms could be demonstrated. Improvement 
followed treatment by emetine, but total excision of the ulcer by cautery 
was necessary to effect a cure. The authors were inclined to regard 
amebas as the etiologic agents, and recalled the reports of other cases, 
particularly those by Cullen* and Christopher,® in which extensive 
ulceration of the skin had occurred as a surgical complication following 
appendectomy or drainage of an empyema cavity. Cullen and Chris- 


topher, however, were able to isolate only streptococci and gram-negative 


bacilli. The description of the ulcerations and the clinical course in these 
cases, exactly coincide with those of certain cases in this series. 

Other surgeons have described a similar progressive infection of the 
skin, particularly Brewer and Meleney,® Alexander‘ and Shipley.’ In 
both of Brewer and Meleney’s cases, streptococci and staphylococci were 
repeatedly demonstrated, and experiments in rabbits tended to confirm 
the authors’ impression that the organisms acted in symbiotic relation- 


ship. 


1. Engman, M. F., and Heithaus, A. S.: Amebiasis Cutis, J. Cutan. Dis. 
37:715 (Nov.) 1919. 

2. Heimburger, L. F.: Amebiasis Cutis, Arch. Dermat. & Syph. 11:49 (Jan.) 
1925. 

3. Cole, W. H., and Heideman, M. L.: Amebic Ulcer of the Abdominal Wall 
Following Rib Resection Under Local Anesthesia, Clin. North America 4:795 

4. Cullen, T. S.: A Progressively Enlarging Ulcer of the Abdominal Wall 
Involving the Skin and Fat, Following Drainage of an Abdominal Abscess Appar- 
ently of Appendiceal Origin, Surg. Gynec. Obst. 38:579 (May) 1924. 

5. Christopher, F.: Severe Spreading Carbuncular Infection of Chest Wall 
Following Rib Resection Under Local Anesthesia, S. Clin. North America 4:795 
(June) 1924, 

6. Brewer, G. E., and Meleney, F. L.: Progressive Gangrenous Infection of 
Skin and Subcutaneous Tissues, Ann. Surg. 84:438 (Sept.) 1926. 

7. Alexander, E. G.: Post-Operative Spreading of Superficial Gangrene, 
\nn. Surg. 84:461 (Sept.) 1926 

8. Shipley, A. M.: Progressive Gangrenous Ulceration of Abdominal Wall, 
\nn. Surg. 87:245 (Feb.) 1928. 
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In a previous communication, Meleney * described a series of twenty 
cases of hemolytic streptococcus gangrene of the skin and_ sub- 
cutaneous tissues that he had observed over a short period of time in 
the Peiping Union Medical College Hospital. In all the cutaneous 
lesions, the predominating organism was the streptococcus. Four of 
the patients died of streptococcus septicemia. [Evidently the picture is 
not uncommon in China. There were no evidences in Meleney’s cases 
of a preexisting debilitating disease, such as colitis or empyema. 

A number of isolated instances of similar nature have been reported 
by Yen,'® Bate,’' and Fallon.’* In each case there was an undermined 
ulceration laying bare the subcutaneous structures. Pyogenic organisms, 


particularly streptococci, were abundant; these were found most often 


at the point of greatest advance of the burrowing process. 

Before the days of aseptic surgery, gangrene was not an uncommon 
complication, especially during military campaigns and occasionally in 
civil practice. Warren'* devoted a chapter to hospital gangrene and 
quoted extensively from the “Surgical History of the War of the 
Rebellion.” Hundreds of cases of gangrene of the skin are described 
as occurring in association with the ever present dysentery and are 
variously labeled “wound-typhus,” “pourriture d’hopital,” “sloughing 
phagedena” and “gangrena nosocomialis.”” Unfortunately, at the time 
of its disappearance, bacteriologic technic had not reached a sufficient 
state of perfection to permit the gathering of satisfactory scientific 
evidence on the relation of micro-organisms to the disease. Warren 
further quoted descriptions by Rosenbach of micrococci in chains, strep- 
tococci and bacilli and experiments by Koch on animals in which gan- 
grenous ulcers were produced similar to those of hospital gangrene in 
which were found “ . . . micrococcus chains penetrating and fill- 
ing the blood vessels, always found in the gangrenous tissue, and in 
extending, excreting a soluble substance which causes a melting down 
and perishing of the tissues.””’, From Warren’s summary, one has a vivid 
description of infectious gangrene, now practically an extinct entity, 
which bears a strong resemblance to the cases presented in this report. 

Among children, especially following the exanthematous diseases, are 
occasionally seen extensive severe ulcerative lesions of the skin, which 


9, Meleney, F. L.: Hemolytic Streptococcus Gangrene, Arch. Surg. 9:317 
(Sept.) 1924. 

10. Yen, T. K.: Haemolytic Streptococcus Gangrene, China M. J. 43:889 
(Sept.) 1929. 

11. Bate, J. T.: Subcutaneous Streptococcus Gangrene, Ann. Surg. 90:1079 
(Dec.} 1929. 

12. Fallon, John: Hemolytic Streptococcal Subcutaneous Gangrene: Report of 
Case, Arch. Surg. 18:1817 (April) 1929. 

13. Warren, J. C.: Surgical Pathology and Therapeutics, Philadelphia, W. 
B. Saunders Company, 1895, pp. 409-433. 
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are of serious prognostic importance. Walker and Low ** recorded a 
fatal case of dermatitis gangrenosa infantum in a girl, aged 3, in which 
the lesions were described as digestive, undermined and of a peculiar 
purplish hue. Streptococci were the predominating organisms. Other 
cases in children have been reported as gangrena multiplex cachectica,’® 
echthyma gangrenosa ** and echthyma térébrant.’* The first description 
of dermatitis gangrenosa was made by Crocker '* in 1887; all of the 
cases appeared in children aged less than 3, and followed certain pre- 
disposing illnesses, particularly varicella. 

As would be expected, adults are more resistant than children to 
extensive pyodermic infections of this type. Nevertheless, several 
unusual, isolated instances have been reported in adults by Fordyce and 
Mewborn,'® Hartzell,?° Wende and Bentz ** Lancashire ** and Ormsby ** 
as dermatitis gangrenosa or infectious multiple gangrene of the skin. 
In all the patients, there was extensive undermining, with sloughing of 
the skin; unusual organisms were not demonstrable. 

More recently, a chronic form of pyoderma has received a good deal 
of attention from German observers. For the most part, in the cases 
reported the lesions represented intractable vegetating ulcerations, with 
papillomatous overgrowth and fine fistulous openings that exuded pus 
on pressure. Zurhelle and Klein ** gave the first systematic account 
in reporting eight cases from Hoffmann’s clinic at Bonn. Kumer *° 
reviewed twelve similar cases from the Riehl clinic. Shortly afterward, 

14. Walker, N., and Low, R. C.: Ikonographia Dermat. 4:141, 1909; abstr., 
Monatsh. f. prakt. Dermat. 49:466, 1909. 

15. Simon, O., in Chvostek: Handbuch der Hautkrankheiten, Vienna, Alfred 
Holder, 1905, vol. 2, pp. 60-64. 

16. Hitschmann, Fritz, and Kreibich, Karl: Ein weiterer Beitrag zur 
Aetiologie des Echthyma gangrenosum, Arch. f. Dermat. u. Syph. 50:81, 1899. 

17. Baudouin, G., and Wickham, L.: Ecthyma térébrant de _ 1l’enfance; 
recherches bactériologiques, Ann. de dermat. et syph. 9:805 (Dec.) 1888. 

18. Crocker, H. R.: Multiple Gangrene of the Skin in Infants and Its Causes, 
Tr. Med.-Chir. Soc. London 70:397, 1887. 

19. Fordyce, J. A., and Mewborn, A. D.: A Case of Undertermined Infection 
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Tischnenko and Kroiczik** added three other cases as pyodermia 
chronica serpiginosa. The histologic picture was uniformly that of a 
chronic inflammation with a scattering of giant cells and plasma cells. 
The epidermis showed proliferative changes, with extensive growths 
downward of the rete ridges in the more chronic types. Pyogenic cocci 
were the only organisms demonstrated in cultures and in experiments on 
animals. Other reports of a similar type cf pyoderma have been made 
by Tschernoguboff,** Smith,** Willms *° and Glaubersohn.*° 


REPORT OF CASES 


Case 1.—A schoolgirl, aged 16, was admitted to the clinic on Aug. 8, 1928, 
because of recurrent diarrhea and ulceration of the skin of the left ankle. The 
patient’s general health had been good until 1924. At that time “dysentery” 
developed, with from eight to twenty liquid stools daily, and there followed 
considerable loss of weight and strength. The diarrhea persisted for two or 
three months and recurred at intervals to the time of admission. At one time, 
the patient had been given injections of emetine for possible amebiasis, but 
without particular benefit. In 1927, an abscess developed on the left thigh at 
the site of one of these injections. This was followed by ulceration of the skin, 
which spread to adjoining areas. Shortly afterward, an ulcer appeared on the 
lateral aspect of the left leg near the ankle, and persisted in spite of vigorous 
local treatment. During the attacks of diarrhea, the ulcer became markedly 
worse; at other times, there was a consistent attempt at healing, with the 
formation of thin scar tissue. 

Cachexia was present. The weight was 74 pounds (33.6 Kg.). There was 
marked pallor of skin and mucous membranes. The systolic blood pressure 
was 90 and the diastolic 60 mm. of mercury. The tonsils were enlarged and 
showed injection. Several teeth were carious. The heart, lungs and abdomen 
were apparently normal. Proctoscopic examination revealed the lumen of the 
distal portion of the colon to be narrowed to a third of its diameter by scarring; 
the mucosa was granular and glazed, bleeding on slight trauma. There was a 
small sinus about 3 cm. from the anus, too tender to be probed. The con- 
centration of hemoglobin was 55 per cent (Dare). Erythrocytes numbered 
3,920,000 and leukocytes 8,800 in each cubic millimeter of blood. The color 
index was 0.7+. The differential blood count gave the following results: 
lymphocytes, 36 per cent; large mononuclears, 0.5 per cent; transitionals, 2.5 per 
cent; neutrophils, 59 per cent; eosinophils, 1.5 per cent, and basophils, 0.5 per 
cent. The specific gravity of the urine was 1.013; the presence of albumin was 
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oraded 2 +; there was no sugar; a few pus cells were present; iodides or 
bromides were not detected. The Wassermann reaction (Kolnter) of the blood 
was negative on two occasions. 

Roentgenograms of the colon gave evidence of chronic ulcerative colitis ; 
those of the thorax gave negative results. Examination of the feces repeatedly 
failed to disclose parasites and ova. Considerable pus, blood and mucus were 
present. 

There were thin atrophic scars at the sites of previous lesions on the right 
thigh, the upper part of the left arm and the axilla. These were somewhat 
serpiginous in outline, but not hyperpigmented. The lower third of the left 
leg was almost encircled by a cuff of thin, glazed scar tissue, with an area of 
active ulceration at the lower portion on the anterior aspect. Scattered nearby, 
on otherwise normal skin, were a few small, inflammatory pustules, one of which 
gave evidence of central softening, with beginning ulceration. The larger ulcer 
was from 5 to 6 cm. across, foul and covered with a mucopurulent exudate. The 
margins were characteristically serpiginous in outline, resembling a tertiary 
syphilid, tending also to peripheral extension with central clearing. However, 
the entire border was boggy and of a striking purplish-red hue, which contrasted 
with the bright, erythematous halo which preceded the advance of the process 
over the unaffected skin. For a distance of from 5 to 10 mm., the epidermis 
appeared to be undermined and elevated by a digestive process that for a time 
left the surface layer intact. The elevation of the border was more noticeable 
in some areas than in others. Light pressure on this edematous, advancing 
border resulted in the expression of a considerable amount of cream-colored pus. 
There were no nodules, miliary abscesses, sinuses or vegetative overgrowth. 
Granulations were dull red and glazed. There were a few scattered islands of 
epithelium, expressing an ineffectual attempt at repair. 

Biopsy was had of the active margin of the ulcer. The histopathologic 
characteristics resembled those of the ulcerative stage in case 4 and for the 
sake of brevity will not be enlarged on here. Smears from the ulcer contained 
many staphylococci and few streptococci. When cultured, the latter grew 
particularly well in dextrose-brain-broth medium. Amebas, ova, blastomycetes 
and mycelia were not demonstrable. 

The patient was placed in the hospital on August 15 and was given a full 
diet, high in vitamines and calories. Wet packs were applied to the leg. After 
two weeks, the diarrheal condition improved. Tonsillectomy was performed 
without complication. By September 1, the ulcer was healing, the appetite had 
improved, the concentration of hemoglobin was 65 per cent, and there had been 
gain in weight. The patient was dismissed from the hospital and became an 
outpatient. On September 10, streptococcus vaccine (Bargen) was subcutaneously 
injected for chronic ulcerative colitis. After a few injections, these were dis- 
continued because of the formation of local abscesses at the site of the injections. 
Pus from these abscesses contained streptococci. The ulcer was still healing 
slowly on September 15, and carbon dioxide snow was applied locally. Treat- 
ment by roentgen rays was applied to the borders. Intravenous injections of 
tartar emetic were given, without appreciable benefit. 

On September 20, there was recurrence of diarrhea. After a day or two, 
the ulcer again became angrily edematous, and the margin sloughed away. 
By September 25, there had been a ready response to application of wet packs, 
and the diarrhea had improved. By October 15, the ulcer was slowly healing 
and the patient was passing from three to four loose stools daily. In the week 
preceding November 10, exacerbation of diarrhea took place, and the ulcer again 
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became angry, with considerable purulent exudate. However, by December 15, 
the ulcer was nearly healed and the condition of the patient had undergone 
general improvement. 

On December 20, another set-back occurred, accompanying infection of the 
upper part of the respiratory tract. The temperature reached 103 F. Strepto- 
coccus hemolyticus was found in cultures from the throat. The ulcer on the leg 
gave evidence of renewed activity. A few loose stools were passed. This was 
followed by decline, so that by December 25 the patient's condition was critical. 
She had a temperature of 104 F. and severe bronchitis, but the roentgenogram 
of the thorax was negative. Blood cultures also were negative. In five days, 
the ulcer had advanced throughout the entire band of scar tissue above to the 
tibial tubercle and was from three to four times the original size. Amputation 
was considered. There was marked edema of the foot. The patient passed 
from twelve to fifteen liquid stools in twenty-four hours. 

On January 2, the concentration of hemoglobin was 30 per cent. Erythrocytes 
numbered 3,110,000 in each cubic millimeter of blood. Transfusion of 500 cc. of 
blood from the father was carried out without reaction. By January 3, genera! 
improvement had taken place. The temperature had become reduced, and there 
was less edema of the foot. 

A second transfusion of 500 cc. of blood was made on January 12. The 
temperature was normal. The ulcer was healing rapidly, granulations were 
healthy and the border was smooth. There was evidence of general improve- 
ment; the appetite was voracious, and the stools were formed. One week later, 
the concentration of hemoglobin was 70 per cent. Erythrocytes numbered 4,300,- 
000. There was little activity of the ulcer, and pressure at its borders did not 
elicit pus. A broad band of healthy granulations surrounded the leg.. The 


patient had gained 5 pounds (2.3 Kg.) since the second transfusion. 


On January 20, the patient was dismissed to go to her home in Kentucky. 
On June 28, it was reported that there had been no blood in stools for thirty days, 
and that the ulcer was healed, except for a few isolated areas. On November 
22, the patient was reported to be much stronger and to have gained in weight. 
The ulcer was healed, except for one small area. The bowels were normal in 
function. On December 25, the patient weighed 96 pounds (43.5 Kg.) and was 
steadily gaining weight. The ulcer was healed and the bowels were normal. 


Case 2.—A schoolgirl, aged 18, was admitted to the clinic in January, 1926. 
For seven years, the patient had had recurring attacks of severe diarrhea attended 
with considerable debility and loss of weight. The stools were liquid, contained 
mucus, pus and blood, and numbered as many as from twelve to twenty in the 
course of a day. Several attacks were each initiated by an infection of the 
upper part of the respiratory tract, with symptoms referable to the bowels after- 
ward, which lasted over a period of three or four months. In one attack in 
1925, there were severe intestinal hemorrhages, and the concentration of hemo- 
globin dropped to 50 per cent. At this time, the joints of the hands, wrists, 
elbows and later the ankles became swollen and painful; the condition subsided 
somewhat in the course of remission of the general disturbance. At the same 
time that the joints were involved, a crop of pustules appeared over the trunk 
and extremities. Some of these proceeded to break down to form large, deep 
ulcers; others underwent spontaneous involution. When the general condition 
improved, the lesions healed, only to return with exacerbation of the diarrhea. 

The patient was under observation at intervals over several months. In 
October, 1926, there was an acute exacerbation of the colitis, followed shortly 
by renewal of the acute polyarthritis. Within three weeks, the lesions on the 
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skin, which apparently had healed, cropped out in usual sequence, proceeding 
through pustular and ulcerative stages to deep, echthymatous, gangrenous 
sloughs, involving the entire left buttock in particular. The temperature rose to 
104 F., with evidence of sepsis, but blood cultures were repeatedly negative. 
Local treatment applied to the ulcers sufficed to keep them clean of débris, but 
there was no indication of repair until the diarrhea abated, after six or eight 
weeks. In the course of the next year, the attacks recurred, but with less 
severity. The patient was given an arsenical preparation by mouth during this 
time, while she was under the care of her home physician. Since June, 1928, 
there had been no evidence of activity in the skin or the bowels. The patient’s 
general health improved, so that in February, 1930, she was reported to be 
practically of the standard weight to be expected at her age and height. 

The cutaneous lesions contained numerous staphylococci, a few gram-negative 
bacilli and streptococci, on repeated smears and cultures. Blood cultures during 
the attacks were consistently negative. 


Case 3.51—A housewife, aged 29, was admitted to the clinic on June 15, 1929. 
The patient’s general health had been fairly good, except during six or seven 
years before she came to the clinic when occasional attacks of diarrhea occurred 
and persisted for from a few days to a few weeks at a time. Early in 1928, 
the diarrhea had been more or less constant, the stools contained mucus, pus and 
blood, and numbered from six to twelve daily. About nine months previous to 
admission, an ulcer had appeared on the lateral aspect of the left ankle, follow- 
ing a trivial injury, with abrasion of the skin. This extended peripherally for 
a distance of about 7.5 by 8 cm. and had proved to be baffling as regards diag- 
nosis and treatment. A mycotic infection was suspected by the home physician, 
owing to the nature of the ulceration, but repeated search for organisms of that 
type gave negative results. Treatment had consisted of various topical applications 
and roentgen rays. About March 1, a few scattered pustules had been noted 
on the lower part of the abdomen, coincident with a particularly severe attack 
of diarrhea and a decline in the general health. The pustules had enlarged, 
ulcerated and merged to form an ulceration of a peculiar bluish, undermining, 
digestive nature, which had extended rapidly across the lower part of the 
abdomen. The condition of the patient became alarming, and a transfusion of 
blood was given, which was followed by a rather marked constitutional reaction. 
lodides had been administered by mouth and by vein. Soon afterward, the joints 
of the arms and legs became swollen, hot and painful, and a local swelling over 
the inner surface of the left elbow was drained of a quantity of pus. The 
polyarthritis subsided somewhat, but the incision at the left elbow became 
undermined and had extended to form an ulcer exactly similar to those on the 
ankle and abdomen. 

When the patient was admitted to the clinic, she was bedridden, emaciated, 
and apprehensive, and marked pallor of the skin and mucous membranes was 
present. Movements were painful because of polyarthritis, which affected chiefly 
the elbows and knees. The concentration of hemoglobin was 40 per cent; 
erythrocytes numbered 3,550,000 and leukocytes 8,300 in each cubic millimeter 


31. Cases 3 and 4 have been reported briefly elsewhere (O'Leary, P. A.; 


Goeckerman, W. H.; Montgomery, Hamilton; and Brunsting, L. A.: Society 
Transactions, Arch. Dermat. & Syph. 21:334 [Feb.] 1930). The patients were 
under observation in the hospital at the same time, throughout a series of 
relapses and remissions, over a period, respectively, of six and nine months. 
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of blood. The temperature was normal. The stools were liquid, contained mucus, 
pus and blood, and numbered from six to eight in twenty-four hours. Procto- 
scopic examination revealed a chronic ulcerative type of colitis. This was con- 
firmed by roentgenogram. Stools were repeatedly negative for parasites or ova. 
Roentgenograms of the thorax showed nothing abnormal. Urinalysis gave 
negative results, except for revealing an occasional trace of albumin. The 
Wassermann reaction of the blood was negative. 

The entire lower part of the abdomen was covered by an immense ulceration, 
which extended beyond the anterior superior spines of the ilium on either side 
(fig. 1). The process was set out in a striking way by means of the edematous, 














Fig. 1 (case 3).—Extensive ulceration of the abdomen. The borders are 
edematous and undermined. 


purplish-red borders, which were arranged in the form of arcs or large festoons 
in the areas of greatest activity. In advance of the lesion, there was an 
erythematous zone which gradually faded off from the region of purplish color 
to the normal skin. On closer inspection, the borders were seen to be boggy, 
elevated and undermined to the limit of the purplish zone, admitting a probe for 
from 1 to 2 cm. The superficial skin, which had been undermined, was left 
limpid in the form of a grayish, translucent, ragged slough. Pressure over 
this area was exceedingly painful and caused a small amount of pus and tissue 
débris to ooze into the wound. The ulcer was relatively superficial, although 
the base appeared to be softened for a considerable depth. The granulations were 
anemic and did not show a tendency to repair; they were covered by a con- 
siderable quantity of mucopurulent exudate. At the upper and lower margins 
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of the wound, the undermining, digestive process was less active; in some areas 
there was a feeble attempt at epithelial proliferation. 

On the lateral surface of the left ankle there was a smaller ulcer, essentially 
the same in clinical features as that on the abdomen, except for a less active 
appearance. The lower border was thickened and undermined, but not to the 
same extent as that of the ulcer on the abdomen. There was some purulent 
exudate, aggravated by pressure on the active borders. The upper pole showed 
evidence of beginning epithelialization. 

On the medial surface of the left elbow, just below the joint, there was a 
linear ulcer with ragged borders, of much the same appearance as the ulcer on 





ae 


Fig. 2 (case 3).—Organisms in tissue, gram-positive cocci in clumps and 





diplococcal arrangement, situated deep in the cutis during ulcerative stage in 
case 3; & 1,000. 

the ankle. Activity was restricted to one border, where some pus was expressed 
on gentle manipulation. 

Jacteriologic examination of secretions from cutaneous lesions, and from 
tissue removed for biopsy revealed Staphlococcus aureus, Staphylococcus albus 
(slightly hemolytic) and Streptococcus hemolyticus (fig. 2). Biopsy was obtained 
of the margin of the abdominal ulcer, and the appearance conformed to the 
ulcerative stage that was described in case 4. 

Notwithstanding the use of massive antiseptic wet dressings on the ulcers, 
they extended rapidly. Because of the marked anemia, 500 cc. of citrated blood 
was transfused from a suitable donor, without reaction. Following this, there 
was marked symptomatic improvement, and the diarrhea practically stopped. 
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The patient passed formed stools for the first time in months. Within a few 
days, the cutaneous lesions became less angry, granulations appeared to be more 
active, and epithelial proliferation increased. The lesion on the left elbow healed 
in two weeks. The appetite increased, and the concentration of hemoglobin, 
which had been 40 per cent, reached 65 per cent. Measures adapted to building 
up the patient’s general resistance were emphasized, including a diet of high 
caloric value and rich in vitamines, exposure to ultraviolet light, and finally, 
small doses of typhoid vaccine, given intravenously to the point of systemic 
reaction. Transfusion of blood was repeated August 16, after a temporary lull 
in the healing process, and again there was decided improvement. Two weeks 
later, the diarrhea returned, and pus and blood appeared in the stools. After a 
few days, the granulations again broke down and the epithelial overgrowth became 
undermined and digested, and they sloughed away. Local treatment of the 
ulcer was continued, with practically no effect. The borders of the lesions 
assumed the same purplish-red edematous appearance, and within a few days 
the progress of weeks was swept away. The diarrhea was finally checked with- 
out apparent cause, and as suddenly the ulcers began to improve. Such was the 
course over a period of from four to five months’ observation in the hospital. 

New lesions appeared occasionally in the form of edematous pustules, which 
became cyanotic in the center, and subsequently ulcerated and spread peripherally. 
The lesions were on the right forearm, the right shoulder and at the outer 
canthus of the left eye, following a particularly severe attack of diarrhea. The 
ulcer on the ankle had healed meanwhile and was covered by a firm, atrophic 
scar. During one of the periods of well-being, when the ulceration on the 
abdomen appeared clean, and the granulations of the base were in a thriving 
condition, multiple pinch skin grafts were taken from the inner surface of the 
right thigh. Within a week, most of them had sloughed away. The area on the 
thigh, from which the grafts had been taken, became infected and failed to 
clear up under routine treatment. In fact, at the borders it began to show the 
same undermining extension so characteristic of the main lesion. 

Further treatment for the diarrhea was carried on, including the use of 
specific vaccine and serum, with indifferent results. Local treatment of the 
lesions consisted of sulphur baths, applications of Besredka broth, applications of 
bacteriophage, injections of bacteriophage along the advancing margins and 
various types of antiseptic packs, all without appreciable effect, until the bowel 
trouble seemed to be in a state of remission, when even the simplest local treat- 
ment was sufficient to bring about a favorable response. Carbon dioxide snow 
and treatment by roentgen rays were used in certain areas without benefit. After 
the patient has been approximately four and a half months in the hospital, the 
active lesions were limited to the abdomen, right arm and inner aspect of the 
right thigh. The ulcer on the abdomen had at no time extended laterally beyond 
its original width, but it was impossible to effect consistent epithelialization, so 
that the entire surface would be covered. 

From December 1 to the time of writing, there was no recurrence of the 
diarrhea. The patient had several courses of an organic arsenical preparation, 
given by mouth, in connection with an application to the lesions of gentian violet 
and acriflavine. The ulcerations gradually improved, first the one on the arm 
and then that on the thigh. The large abdominal area improved last of all. 
There was gain in weight and general well-being. On February 15, the lesions 
were healed, except for a small crusted area on the abdomen. The patient was 
up and around. The concentration of hemoglobin was 75 per cent; erythrocytes 
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numbered 4,690,000 and leukocytes 5,100 in each cubic millimeter of blood. By 
February 25, the cutaneous lesions had entirely healed, and the general condition 
was satisfactory. The patient was dismissed after eight months’ hospital care. 

CasE 4.31—A farmer, aged 32, was admitted to the clinic on April 7, 1929. 
He had had recurrent attacks of diarrhea for nine years, each attack of from 
one to two months’ duration. About 1924, ulceration developed at the site of 
amputation of the left foot, which had been removed several years previously, 
following a crushing injury. With subsequent attacks of diarrhea, further 
ulcerations appeared over the trunk and extremities; these tended to clear up 
in the periods of remission. 

On general examination, chronic ulcerative colitis, cachexia, secondary anemia, 
and scars and ulcerations of the skin of the trunk and extremities were found. 
The concentration of hemoglobin was 60 per cent; erythrocytes numbered 3,890,- 
000 and leukocytes 6,100 in each cubic millimeter of blood. The differential 








Fig. 3 (case 4).—Distribution of the lesions and their appearance at the 
time of admission of the patient. 


leukocyte count was within normal range. The Wassermann reaction of the 
blood was negative. Chemical determinations on the blood, blood cultures and 
repeated search in feces for amebas or ova gave negative results. The urine 
was normal and did not contain iodides or bromides. There were many moist 
ulcerations of varying size over the trunk and extremities (fig. 3). For the 
most part, the lesions were discrete, tending to become confluent, particularly over 
the glabrous surfaces. On closer inspection, they appeared to be of three types: 
(1) a pustule on a subacutely inflammatory base, usually, but not always, follicular ; 
(2) a moist, bluish, echthymatous type of ulcer, rapidly spreading peripherally, 
with extensive undermining of the border (similar to the large ulcer in case 3, 
but on a smaller scale), and (3) a more chronic type of ulceration, characterized 
by exuberant granulations, vegetative overgrowths, multiple sinuses and minute 
fistulous tracts. When pressure was applied to the last named areas, pus could 
be seen to exude from many small sinuses which had theretofore escaped 
attention. Over the trunk, especially the back, the forearms and the lower parts 


of the legs, there were many superficial atrophic scars, with some peripheral 
hyperpigmentation (fig. 4). For the most part, the scars were thin and often 
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wrinkled. The scarred areas were strikingly arciform and gave the appearanc 
of a syphilitic process. The face was relatively free from lesions; the scalp 
presented a few scattered pustules. There were none on the palms and soles, 
and the groin was also free. There were no lesions in the mouth. There was 
no evidence in the history that the mouth had been involved at any time. 








Fig. 4 (case 4).—The back, after treatment. The extent of involvement and 
the nature and distribution of the scarring are evident. 


The patient was observed over a period of nine months, throughout a number 
of relapses and remissions. When in the hospital, at rest, under a highly 
nourishing diet, there was a ready response in the direction of general improve- 
ment. The colitis became subdued, and the cutaneous lesions healed slowly but 
steadily. Without warning, however, bloody stools would reappear, diarrhea 





Fig. 5 (case 4).—Inner thigh: solitary pustule of forty-eight hours’ duration, 
with beginning ulceration and inflammatory areola. Extensive scarring 
resembling healed tertiary syphiloderm is present also. 





Fig. 6 (case 4).—Lower portion of right leg during a later period of 


exacerbation. There are active ulcerations on the | and a verrucous area on 
the dorsum of the foot. 
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and prostration become marked, and a succession of events follow in regular 
sequence, ending in a pronounced exacerbation of the cutaneous lesions and the 
appearance of many new pustules in crops, these breaking down and coalescing to 
form extensive ulcerations (figs. 5 and 6). 

Vaccine and serum (Bargen) were given for the colitis. Later, typhoid 
vaccine was given to stimulate reaction. A variety of local treatment for the 
skin was tried, including roentgen rays and carbon dioxide snow. Surgical 
excision was impractical, because of the extent of the lesions. When the 
ulcerations were extensive, the patient was submerged in antiseptic baths and 
obtained considerable relief. Wet packs afforded benefit in the intermediary 
stages. Repeated search in the feces and in the cutaneous lesions for amebas 
was unsuccessful. Cultures of the skin resulted in identification of staphylococci 
and hemolytic streptococci on repeated occasions. In the last period of the patient's 
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Fig. 7 (case 4).—Early localized abscess of the upper part of the cutis, with 
ulceration; there is peripheral extension of the infiltrate beneath the epidermis 
on the left (hematoxylin and eosin; * 15). 


stay in the hospital, arsenic was given by mouth in the form of stovarsol, in 


repeated courses, with apparent beneficial effect on the colitis. At the time of 
dismissal, December 31, the skin was not clear, but there had been no diarrhea 
for the previous week. In a note received in February it was stated that the 
cutaneous lesions were healed, and that there had been no recurrence of the 
diarrhea. The patient returned for examination on May 1, 1930, and was found 
to be in excellent physical condition. There were no active ulcerations on the 
skin. During the previous month there had been two attacks of slight diarrhea 
with blood. 

Biopsy was obtained several times, so that lesions at various stages were 
examined. A solitary pustule, of forty-eight hours’ duration, showing beginning 
ulceration, was excised from the thorax (fig. 7). Microscopic examination showed 
a fairly large, localized abscess occupying the entire upper layers of the cutis, 
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causing thinning and distention of the overlying epidermis and beginning 


ulceration. The epidermis at the margins of the ulcer was edematous and 
frayed. There were a few downward proliferations of prickle cells, and 
scattered nests of isolated cells. The papillary portion of the cutis contained 
collections of leukocytes which apparently were extending peripherally in both 
directions from the abscess. Here there were considerable edema and some 
dilated blood vessels. In the epidermis overlying this infiltrate, and coextensive 
with it, some tendency to acanthosis was seen. 

The abscess proper was sharply circumscribed in the early stages. It con- 
sisted, roughly, of three zones: (1) a central necrotic zone of serum and digested 
leukocytes; (2) a denser zone, composed chiefly of polymorphonuclear leukocytes, 
which merged gradually into (3) the outer zone, where there were fewer leukocytes 
and more lymphocytes, with numerous young fibroblasts. The elastic tissue in 

















Fig. 8 (case 4).—a, vegetative stage simulating tuberculosis verrucosa cutis. 
Marked irregular acanthosis and dense lymphocytic infiltrate in the cutis 
(hematoxylin and eosin; x 45). 6, tuberculoid reaction, fibroblasts, lympho- 
cytes and foreign body giant cells in the vicinity of sweat glands. The lesion is 
in the vegetating stage (hematoxylin and eosin; * 75). 


the area of the abscess was destroyed. Cocci were particularly abundant at the 
periphery of the process and especially just beneath the epidermis in a zone 
just preceding the extending infiltrate. 

In sections of other, more advanced lesions, there was extension of the abscess, 
with numerous smaller foci of abscesses scattered throughout the deeper part 
of the cutis, even to the subcutaneous fat. The infiltrate became predominantly 
lymphocytic as the process progressed. The collagen and elastic fibers were 
swollen, and the former gave evidence of homogenization. Cocci were evident 
in clumps and were scattered diffusely throughout the cutis; around these clumps 
the elastic tissue was destroyed. Changes in blood vessels were not marked. 
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There was some evidence of increasing vascularity in certain areas where repair 
was taking place. In other, smaller vessels there was slight intimal proliferation, 
but few were completely obliterated. In the older sections, there was more 
evidence of fibrosis and a scattering of multinucleated giant cells, particularly 
at the periphery of the infiltrate. Likewise, where the activity of the process was 
more subdued, there were more proliferative changes in the epidermis, with 
acanthosis and evidence of healing. 

The more chronic lesions, characterized clinically by their verrucous character 
and the presence of fistulous tracts, presented a picture of chronic inflammatory 
reaction similar to that seen in dermatitis vegetans, blastomycosis cutis or tubercu- 
losis verrucosa cutis (fig. 8a). There was marked, irregular acanthosis and 
hyperkeratosis, the epithelial hyperplasia resembled that of blastomycosis. There 
were no epithelial abscesses, however. The basal layer was uniformly intact. 
There were many nests of cornified epithelium included within the ramifactions 
of the epidermis. In the cutis there was a generalized disturbance of normal 
arrangement; most of the adnexa were entirely absent in certain sections. In 
the papillary region there was loose, areolar connective tissue, with occasional 
areas of lymphocytic infiltration, particularly in the deeper areas. In the lower part 
of the cutis, the lymphocytes were abundant and were found in dense masses, 
extending throughout the subcutaneous fat. There were considerable fibrosis 
and increase in vascularity of these regions, but proliferative changes affecting 
the blood vessels were not the rule. The elastic tissue in the region of the 
infiltrate was destroyed. There were numerous foreign-body giant cells, in aggre- 
gations and diffusely scattered throughout the cutis, particularly in the region 
of the sweat glands. Such a cluster is seen in figure 8b. In certain sections, the 
arrangement suggested tuberculosis verrucosa cutis. Cocci were sparse in this 
chronic or vegetative stage. Occasional colonies were found in the deeper layers 
of the cutis. In no instance were organisms demonstrated within the blood 


vessels. 


Case 5.—A farmer, aged 48, was admitted to the Mayo Clinic on May 20, 
1929, because of chronic empyema, with a draining sinus of the right side of the 
thorax of six months’ duration and extensive ulceration of the skin and sub- 
cutaneous tissue of the entire right side of the thorax and abdomen. The 
ulceration had developed subsequently to the empyema. In September, 1928, 
the patient contracted an infection of the upper part of the respiratory tract, 
termed “influenza,” which was complicated by empyema on the right side. 
Surgical drainage had been effected elsewhere in November and again in 
February. Shortly after the first operation, an abscess appeared at the site 
of drainage. The skin became undermined and sloughed away, and extension 
of the process occurred steadily to the time of admission. The history was 
negative, except for occasional attacks of summer diarrhea to 1920 and an 
attack of pleurisy in 1924. 

Chronix empyema of the right side of the thorax was present, with a drain- 
ing sinus lateral to the nipple. Roentgenograms gave no evidence of free fluid; 
however, there was considerable pleural thickening, especially of the right base. 
The distal phalanges of the fingers and toes showed the typical fusiform swell- 
ing of hypertrophic pneumonic osteoarthropathy. Extending anteriorly across 
the thorax and abdomen from the region of the draining sinus, there was 
extensive ulceration, with complete sloughing of the skin and subcutaneous 
tissue (fig. 9). The process was similar to that in the cases previously 
described, except for a more subdued inflammatory reaction at the advancing 
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border. There was considerable effort at granulation and epithelialization in the 
center of the ulcerated area. The Wassermann reaction of the blood was 
negative. The concentration of hemoglobin was 70 per cent; erythrocytes 
numbered 4,460,000 and leukocytes 18,400 in each cubic millimeter of blood. 
The differential leukocyte count was normal. On three examinations, the feces 
were negative for parasites or ova. Staphylococci were present in pus from the 
sinus. From an ulcer, Staphylococcus albus and Bacillus pyocyaneus were 


obtained. When material was taken from the deepest recesses 9? of the under- 
mining border of the ulcer, hemolytic streptococci were demonstrated by culture 








Fig. 9 (case 5).—Ulcerative lesion of the lower part of the thorax and 
abdomen, with draining sinus lateral to right nipple. There are active under- 
mining at the upper and lower borders and scattered attempts at repair in the 
center of the ulcer. 


(fig. 10a). These were also obtained from macerated tissue removed at the 
time of biopsy (fig. 10b). Biopsy was obtained on admission, and again after 
ten days, from the active portion of the lower edge of the ulcer. 

The period of observation was short. After two weeks, under mild antiseptic 
wet dressings and baths, the condition of the ulcer had improved about 30 per 


32. Osterberg, A. E.; Rubenstein, M. W., and Goeckerman, W. H.: Absorption 
of Sulphur Compounds during Treatment by Sulphur Baths, Arch. Dermat. & 
Syph. 20:158 (Aug.) 1929. 
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cent. The patient was given a few injections of foreign protein, with rather 
marked systemic reaction, but recovered within a few days and seemed to gain 
in appetite and vigor. 

On June 14, the draining sinus was enlarged surgically to permit of more 
efficient drainage of the empyema cavity. Following this, there was a severe 
febrile reaction, with evidence of septicemia, and death followed after five 
days. 

Postmortem examination revealed diffuse obliterative bilateral pleuritis, peri- 
carditis and spinal meningitis. Streptococci were obtained by culture from the 
spinal canal. 








Fig. 10 case 5).—a, destruction of elastic fibers in the zone immediately 
surrounding a clump of streptococci deep in the cutis (acid orcein and poly- 
chrome methylene blue; x 45). b, organisms in tissue, gram-positive cocci in 
chains found at the periphery of the actively undermining process in the cutis; 


< 1,000. 


COMMENT ON THE CASES 


Histopathology—A summary of the microscopic features in the 
ulcers of the four patients in whose cases biopsy was obtained indicated, 
in general, a chronic inflammatory process, the stage of reaction depend- 
ing on the age of the lesion. Roughly speaking, there was a pustular 
and an ulcerative stage, both of which occurred early, and a chronic 
vegetative phase, which occurred only in late, resistant lesions. The 
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transition between the various stages was gradual, especially from the 


pustular to the ulcerative stage. In some sections there were charac- 


teristics of both. 

The chronic vegetative stage was characterized by pseudo- 
epitheliomatous epithelial hyperplasia, with a tuberculoid (foreign body ) 
reaction in the deeper layers of the cutis. There were marked fibrosis 
and scarring, with destruction of practically all accessory cutaneous 
structures, 

Similar observations were reported by Walker and Low and 
Meleney. Kumer, Smith and others, in considering the pathologic 
changes in their cases, emphasized the same chronic inflammatory 
reaction in the cutis and proliferative changes of the epidermis, with 
resulting catacomb arrangement, accounting for the multiple sinuses seen 
on clinical inspection. 

Clinical and Experimental Bacteriology.—In all cases, cultures were 
made, particularly from the deepest recesses of the undermining borders 
of the cutaneous lesions. Special cultures, experiments on animals and 
studies of immunity were carried out in cases 3, 4 and 5 by A. A. C. 
Nickel. Growth was obtained in all cases, but that of the hemolytic 
streptococci was delayed, except in tubes of dextrose-brain broth under 
partial anaerobic control by means of a top layer of liquid petrolatum. 
The tabulation represents a summary of the bacteriologic studies in each 
case. Staphylococcus albus and Streptococcus hemolyticus were demon- 
strated in practically every instance (figs. 2 and 10b). The gram- 
negative bacilli in case 2 and Bacillus pyocyaneus in case 5 were present 
only in the first cultures and were considered as contaminants. 

A high degree of virulence of the organisms was revealed when they 
were injected intraperitoneally into mice. A number of rats were given 
intratesticular injections, with the formation of localized abscesses. 
Rabbits were inoculated subcutaneously as well as intradermally. Sub- 
cutaneous inoculation was without effect. In intradermal injections 
regions of localized induration were produced in which involution took 
place spontaneously, or small abscesses formed. In one experiment, 
suggestive evidence was developed in regard to a possible symbiotic 
action between the staphylococci and the streptococci (Meleney), as 
inoculation of a combined culture produced a lesion in the rabbit 
resembling the ulcerative lesion seen in the patient (fig. 11). The 
organisms were each in turn recovered from these sites. 

Further experiments on phiorhizined animals were without success. 
Vhlorhizin was administered in an attempt to lower the general resistance 
of the animal and in this way to provide more suitable soil for the 
inoculation experiments. 

In cases 3 and 4, certain limited attempts were made to test the serum 
lor specific immunity reactions. The complement was found to be present 
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in normal amounts on each of several occasions. In case 4, the blood 
serum, in dilution of 1:20 produced agglutination of the hemolytic 
streptococci obtained from cutaneous lesions of the same patient a few 
weeks previously. This was at a time when the lesions were healing 
and the colitis was practically under control. Later, during an exacerba- 
tion, agglutination could not be demonstrated. 

Differential Diagnosis ——In view of the remarkable correlation in 
these cases between the cutaneous ulcerations and the chronic recurrent 
colitis, the question arose repeatedly whether or not an obscure amebic 
infection might be responsible for the entire picture. With the reports 
of Engman and Heithaus and of Cole and Heideman in mind, we made 
repeated search for the amebas in the secretions both from the cutaneous 


Fig. 11.—Rabbit, one week after intradermal injection of organisms: 4, 
Staphylococcus albus from case 4 (no reaction) ; b, green-producing streptococci 
from stock culture (slight erythema and induration); c, hemolytic streptococci 
from case 4, injected alone (induration, abscess, erythema and ulceration); d, 


combination of hemolytic streptococci and Staphylococcus albus from case 4 
(marked inflammatory reaction, induration, abscess and slough). 


lesions and from the bowel. In this work, we used the warm stage, 
but with negative results. Studies of tissue were likewise negative. 
However, several of the patients responded favorably to the administra- 
tion of an arsenical preparation such as is often used in the treatment 
of certain amebic infestations. 

During the acute phases of the process, the pustular lesions resembled 
iododerma or bromoderma, particularly as the lesions occurred in crops, 
and were accompanied by a circumscribed areola of inflammatory) 


reaction. In all instances, except one, medication of this sort was denied, 
ind further observation made the relationship of the lesions to the inges 


tion of drugs appear remote. 
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Certain of the active ulcerations and many of the healed scars 
presented serpiginous outlines suggestive of tertiary syphilis, but con- 
firmatory evidence was lacking in every case and therapeutic tests were 
uniformly negative. 

Blastomycosis, coccidioidal granuloma and sporotrichosis were ruled 
out by reason of the absence of typical organisms in smear and culture. 
Repeated negative inoculations were obtained in white rats. 

In case 1, before the relationship between the cutaneous lesions and 
the intestinal disturbance had been sufficiently demonstrated, the 
suspicion of malingering was entertained, particularly in view of the 
unusual appearance of the lesions and the irregular response to various 
therapeutic procedures. Further observations, however, rendered such 
an opinion untenable. 

The more chronic and resistant lesions, such as occurred in case 4, 
were clinically and histologically indistinguishable from those forms of 
dermatitis vegetans described by Zurhelle and Klein and others as 
chronic ulcerating pyoderma. In this stage it was likewise necessary 
to rule out chronic forms of blastomycosis, bromoderma and_tuber- 
culosis verrucosa cutis. Histologically, there were certain close resem- 
blances to each of these conditions; the tissue reaction approached most 
nearly to that provoked by chronic tuberculosis. 

Treatment.—Of the general measures employed, transfusion of 
blood on two occasions was of decided help. In case 1, it marked the 
turning point of a critical decline in health associated with an inter- 
current respiratory infection. Typhoid vaccine by intravenous injection 
to the point of reaction was accompanied by a gain in weight and general 
improvement in two instances. Each of these patients acquired toler- 
ance for the foreign protein, and, following one particularly severe 
reaction with chills and fever, there was an exacerbation of the intes- 
tinal trouble of a few days’ duration. An adequate diet was prescribed, 
and in addition each patient was tanned thoroughly by repeated 
exposures to a quartz mercury-vapor lamp. Specific vaccines and 
serums did not seem to be of definite value. Several of the patients had 
been treated with emetine previously, and the drug was not used by us 
in this group of patients. In one instance, repeated intravenous injec- 
tions of tartar emetic were without effect. Potassium iodide was 
tolerated poorly by one patient (case 3). Following the use of the drug 
previous to admission to the clinic, there had been a decided exacerbation 
of the cutaneous lesions, recurrence of diarrhea and evidence of acute 
inflammatory polyarthritis. Following the administration of arsenic 
(stovarsol), improvement was noted in the condition of the bowels and 
the cutaneous lesions in two patients under our care. Another patient 
reported slight improvement following the ingestion of arsenic under 
the care of the home physician during an exacerbation of the disease. 
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local measures of treatment were of value in reducing the inflam 
mation and the purulent discharge of the ulcers and in eliminating sonx 
of the smaller localized lesions of a chronic vegetative type. Wet 
dressings were difficult to use, except when the lesions were limited 
to one of the extremities. Prolonged immersion in a warm bath was 
definitely helpful. A sulphur bath, consisting of a dilute mixture of 
precipitated sulphur, sulphuric acid and sodium hyposulphite, such as 
has been used frequently in the treatment of other pyogenic infections, 
was tolerated well in two instances and proved to be a serviceable means 
of treating the ulcers when they were particularly extensive. Surgical 
excision of the ulcerative lesions was not done because of their exten- 
sive distribution and because of unfavorable experiences in the past 
in such surgical treatment of streptococcal infections. Skin grafts were 
attempted in the case of the patient who presented the extensive 
abdominal slough. A time was selected when the border seemed to 
show slight, if any, activity, and the granulation tissue of the base 
showed the most healthy appearance. Multiple pinch grafts were 
removed from the inner surface of the thigh and were applied in the 
usual manner to the base of the ulcer. Unfortunately, the ulcer became 
more active, practically all the grafts sloughed off, and the site of the 
removal of grafts became infected and assumed characteristics of the 
other ulcerative areas and proved to be slow in healing. Other measures, 
including cautery, carbon dioxide snow and roentgen rays were of no 
practical value, except in the case of a small, circumscribed area here 
and there which could, in that fashion, be totally eliminated. Applica- 
tions to the ulcers of Besredka antivirus in the form of a broth poultice 
were without benefit. Likewise, the application of bacteriophage locally 
to the ulcers, or its use by subcutaneous injection for systemic effect, 
was of little noticeable value. A paint of a dilute aqueous solution of 
gentian violet and acriflavine checked the progress of certain of the 
ulcerative lesions more than any other single agent used. <A crust 
formed at the site of application and sloughed off after the slow process 
of scar formation was completed. The efficiency of any measure of 
local treatment in use at any one time was sharply limited by the degree 
of recovery of the patient from the underlying constitutional debility. 


GENERAL COMMENT 
For the present, the exact classification of this bizarre dermatosis 
is unsettled. We have tried, without success, to demonstrate the pres 
ence of amebas in the secretions, tissue sections or feces. Otherwise 


the four cases in which there was ulcerative colitis are identical with 


those first reported by Engman and Heithaus as amebiasis cutis. The 


fact that three of these four patients began to improve following the 
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administration of arsenic (stovarsol in two cases), such a treatment as 
is helpful in amebic dysentery, would indicate that the amebas may 
have been dormant or entirely overlooked. 

On the other hand, in view of the repeatedly positive demonstration 
of hemolytic streptococci in the secretions and tissue in our cases, we are 
inclined to the view that these organisms in addition to the staphylococci 
bear more than a mere casual relationship to the disease process. The 
work of Meleney on gangrene caused by hemolytic streptococci supports 
us in this contention. In his cases, the hemolytic streptococcus was the 
predominating organism. The outward appearance of the patients 
whom he described, all Orientals, was similar to that in our series. The 
clinical course differed somewhat; there was no well defined constitu- 
tional disturbance, such as chronic ulcerative colitis, and further, the 
lesions were limited chiefly to the extremities, following trauma, and 
ran a rather rapid course. In work with Brewer, Meleney made success- 
ful intradermal inoculations of rabbits when a combination of staphy- 
lococcus and streptococcus was injected, whereas either type of coccus, 
injected alone, produced an abortive reaction. He reasoned that the two 
organisms were in symbiosis and that the streptococcus was most active 
in the periphery of the lesions, where there was undermining, and the 
staphylococcus in the area of purulent discharge. This is in accord with 
our results. We repeated and confirmed Meleney’s experiment of 
injecting the two organisms, simultaneously, into a rabbit. In taking 
cultures from the cutaneous lesions of the patient, streptococci were not 
demonstrable unless the material was obtained from the deepest recesses 
of the undermined necrotic zone, whereas staphylococci were demon- 
strated without difficulty in the ordinary smear and swab culture made 
as a routine from the secretions of the ulcerated areas. 

The response of the tissue to the invading organisms varies widely, 
according not only to the patient but to the particular stage of the infec- 
tion in any given patient. This reaction depends to some extent on the 
character and virulence of the organism and the duration of the infec- 
tion but to a greater degree on the state of reactivity or allergy of the 
individual host (Tischnenko and Kroiczik ** ; Tschernoguboff 77). Such 
is the case, in general, in syphilis, tuberculosis and ioderma and in cer- 
tain conditions of streptococcal etiology. The relationship between the 
infecting organism and the resistance of the patient is nowhere more 
strikingly brought out than in the present series, in which the ulcerative 
lesions of the skin reflected the degree of activity of the colitis, and, to 
a certain extent, the state of reactivity of the patient as a whole. 

Evidence of systemic infection (metastasis?) was present in a num- 
ber of our cases, but in no case was a growth of organisms obtained from 
the blood. Neither were organisms microscopically demonstrable within 


blood vessels in the deeper layers of the cutis. Four of Meleney’s 
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cases revealed streptococcal septicemia. One of our patients (case 5) 
died, presumably from septicemia following an attempt to drain the 
empyema cavity, and streptococcal meningitis was demonstrated at 
necropsy. In other cases there were fever, polyarthritis and, in case 4 
in particular, generalized efflorescence in crops, diffusely and uniformly 
scattered so as to suggest dissemination by a systemic route rather than 
by exogenous extension alone. 


Summary of Bacteriologic Studies of Cutaneous Lesions 


Case 1 Case 2 Case 3 Case 4 
Organisms demonstrated Staph. Staph. Staph. Staph. Staph. 
in culture (material from albus albus albus albus albus 
secretion from ulcer and (hemolytic) 
from macerated tissue Gram-nega- Staph. B. pyo- 
obtained at biopsy) tive bacillus aureus cyaneus 


S. hemo- Strepto- 8S. hemo- 8S. hemo- S. hemo- 

lyticus ecoccus lyticus lyticus lyticus 
Organisms (gram-positive) Coeci in No biopsy Coeci in Coeei in Cocei in 
demonstrated in sections clumps and clumps clumps clumps and 


of tissue chains many short 
chains 


SUMMARY AND CONCLUSIONS 

1. An unsual type of ulceration of the skin is described as occurring 
in five adults who were debilitated by reason of some infectious process 
elsewhere in the body. Four of the patients had chronic ulcerative 
colitis of years’ standing ;.the other had chronic empyema. 

2. A striking parallel relationship was demonstrated between the 
activity of the cutaneous lesions and the major infectious focus, the 
intestine. 

3. Results of clinical and histologic studies compare favorably with 
those previously reported in studies of certain types of pyoderma. The 
similarity of this condition, amebiasis cutis and hemolytic streptococcus 
gangrene of the skin and subcutaneous tissues is considered. 

4. Amebas were not demonstrated in cutaneous lesions or stools. 
On the other hand, hemolytic streptococci and staphylococci were found 
with consistent regularity in the secretions from the ulcers and in the 
deeper tissues of specimens removed for biopsy. Intradermal inocula- 
tion of rabbits with the combination of the foregoing organisms pro- 
duced an ulcerative area similar to the undermining lesions seen in the 
patients. 


5. We believe that the cutaneous manifestations which are here 


described as pyoderma gangrenosa are but one part of a generalized 
infectious syndrome characterized by a marked lowering of bodily resist- 
ance to the invading organisms. Healing of the cutaneous lesions is 


dependent on the successful treatment of the systemic disease. 














DERMATITIS NODULARIS NECROTICA * 
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The patient whose history is herein recorded was under observation 
at the United States Veterans Hospital in Washington. At the time 
of his recent discharge a definite diagnosis had not been made, but the 
case coincides so closely with that described as “dermatitis nodularis 
necrotica,” by Duemling,’ that I believe recording an additional case 
might be of some value. 





REPORT 





OF CASE 






















History—The patient was a white man, aged 32. The family history was 
unimportant, and there was no record of skin disease, tuberculosis or cancer in 
the family. The patient’s grandparents and parents were living and well. The 
patient had typhoid fever in 1919 and measles in 1922. He said that he had never 
had a venereal disease. In 1924, he first noticed a red spot in the right instep 
This soon became an ulcer and caused a burning sensation. During the next 
few months, similar spots appeared on the legs, coming in crops, always pro- 
gressing to ulceration, and finally healing. 

He had received elsewhere various local treatments consisting of Alpine light 
and a great deal of antisyphilitic treatment with arsphenamine, mercury and iodides, 
although the Wassermann test was completely negative. 

The physical examination, aside from the skin disease, showed nothing of 7 
interest. Evidence of focal infection had previously been taken care of. 


Laboratory Data.—The urine was normal. Repeated examinations of the 
sputum were negative for tubercle bacilli or any other pathogenic organisms. 
The Wassermann test of the blood was repeatedly negative. The hemoglobin was 
92 per cent; the leukocytes numbered 11,850. The differential count showed: 
polymorphonuclears, 77 per cent; small mononuclears, 13 per cent; large mono- 
nuclears, 5 per cent, and eosinophils, 2 per cent. Examination of the feces gave 
negative results. The blood chemistry revealed the following: nonprotein nitro- 
gen, 35.6 mg.; uric acid, 5.1 mg.; chlorides, 64 mg., and sugar, 98 mg. Culture 
and smear from the skin showed only the staphylococcus. No fungus could be 
demonstrated, and no tubercle bacilli could be found. 

The tuberculin reaction was negative to 0.5 cc. of a 1:1,000 solution of old 
tuberculin and to 1 cc. of a 1: 1,000 solution of tuberculin; 2 cc. caused a slight 
local reaction and questionable constitutional reaction. There was no evidence 
of focal changes in the lungs. 

Histologic examination showed the picture of an acute type of inflammation. 
In addition to the ulceration and rather marked acanthoma, there was a profuse 
infiltration, largely composed of polymorphonuclears, and a number of small hem- 
orrhagic areas. There was no histologic evidence of tuberculosis or syphilis. 





* Submitted for publication, April 10, 1930. 


1. Duemling, Werner W.: Dermatitis Nodularis Necrotica, Arch. Dermat. 
& Syph. 21:229 (Feb.) 1930. 
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Guinea-pigs inoculated with excised material showed no evidence of tubercu- 
losis or fungus disease after six weeks. 

The eruption was generalized, but was most profuse on the extremities and 
buttocks, with a few lesions in the scalp. There were numerous scars and keloids 
at the site of the healed lesions. Active lesions varied in size from 1 to 4 cm., 
and in some places coalescence produced larger patches. On admission there were 
numerous, irregularly-shaped ulcers of various sizes, some with elevated edges, 
and a few papular and pustular lesions, which soon became ulcerated. While the 
patient was under observation, several crops of new lesions developed. These 
started as rather deep bluish-red macules, and caused burning and pain. During 





Fig. 1.—Lesions on patient’s lower extremities ; posterior and anterior views. 


the course of a few days, they broke down and ulcerated. Macroscopic hemor- 


rhages were not noted. 


Differential Diagnosis —While the patient was in the hospital, the following 
diagnoses were considered: (1) syphilis, (2) tuberculosis of the skin, (3) a deep 


type of fungous infection, and (4) self-induced eruption. 

It was felt that syphilis could be ruled out by the repeated negative Wassermann 
tests and the complete failure of the eruption to disappear when the patient was 
under intensive antisyphilitic treatment. 

Disseminated lupus or other tuberculosis of the skin, which seemed the most 
probable diagnosis, was ruled out by the observations previously mentioned. Der 
matitis factitia was excluded by the manner of development, shape and configura 
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Fig. 2.—Lesions on upper part of body. 
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tion of the lesions. While the patient was in the hospital, there was no evidence 
of his tampering with dressings, which were applied by the ward surgeons, and 
new lesions developed under the dressings. 


COMMENT 


Following the patient’s discharge from the hospital, Dr. Duemling’s 
article appeared. The description so strikingly described the condition 
in this case that it was felt that it was probably an example of the 
same disorder. There was an essentially chronic disease, which, how- 
ever, consisted of lesions that developed rather acutely in crops, appear- 


ing as macules and developing into ulcers. Careful tests for tuberculosis 
were negative. The disease resisted all forms of treatment. The whole 
picture seems to fit the description of dermatitis nodularis necrotica. 





NEW FORM OF THERAPY FOR PSORIASIS 


A PRELIMINARY REPORT * 


H. SUTHERLAND CAMPBELL, M.D. 
AND 
KENDAL FROST, M.D. 
LOS ANGELES 


Fifteen patients with psoriasis were treated by intramuscular injec- 
tions of a suspension of the patient’s own finely ground psoriatic scales 
in alcohol. The quantity of the scales obtained varied according to the 
character of the lesions. When it was possible, approximately 0.2 Gm. 








Fig. 1 (case 1).—The duration of the psoriasis was twelve years and of the 
lesion on the patient’s back, four years. He had undergone all types of therapy, 
including protein therapy, without results. The lesion was cleared up in two 
months by the injection method. 


of psoriatic scales to 20 cc. of pure alcohol was used. The dosage 
employed varied from 1 to 4 cc., the average dose being 1.5 cc. These 
doses were given at intervals of three or four days. There has been no 
untoward or destructive reaction from its use, either locally or generally. 


* Submitted for publication, April 11, 1930. 
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All patients have responded to this form of therapy, but in varying 
degrees. In general, the objective changes that occur are common to all, 
but the period of time of reaction varies fairly widely in different cases. 
In effect, these objective changes have been the following: (1) a 
thinning of the scales, which become less adherent. (2) A gradual 
paling of the centers of the lesions. The smaller, nummular areas usu- 
ally demonstrate a single pale center and the larger plaques demonstrate 
multiple, pale foci. These foci, spreading gradually to the periphery, 
manifest themselves as normal skin. (3) The last stage shows a 

















Fig. 2 (case 1).—Note the pigmented area on forearm, also the few remaining 
papules at the periphery of the pigmented patch on the abdomen. 


smooth, slightly discolored area corresponding in size to that of the 
original lesion, with a few discrete, psoriatic papules remaining at the 
margin. ‘These, usually of a more resistant quality, finally disappear. 

It has been noted that between the first and second stages, the 
scraping test is not followed by as free bleeding as that normally 
obtained. This observation is not constant, but it occurs regularly 
enough to warrant comment. More complete investigation on this sub- 
ject is being prepared. 











LICHEN NITIDUS 


REPORT OF A CASE TREATED WITH GOLD SODIUM THIOSULPHATE, 
AND~A REVIEW OF THE LITERATURE * 


HENRY D. NILES, M.D. 
Assistant Physician in Dermatology, Cornell University Medical School; Clinical 
. Assistant in Dermatology and Syphilology, New York 
Post Graduate Medical School 


NEW YORK 


Lichen nitidus is a comparatively rare disease which was first 
described by Pinkus ‘in 1901. He reported nine cases, all in men. The 
eruption consisted of flat-topped, shiny, pinkish papules which were 
neither confluent nor grouped, and which were most frequent on the 
genitalia, breasts, abdomen and arms, in the order named. 

Histologic examination showed a hemispherical granuloma in the 
upper cutis, composed of epithelioid and giant cells. The basal cell layer 
was lacking under the overlying epithelium. The papillae were horny 
and partly hyperkeratotic. No bacteria were found. The picture was 
that of an infectious granuloma. Pinkus stated that the differential 
diagnosis lay between verruca plana, lichen planus and lichen scrofulosus. 
The penis was involved in all of the twelve cases reported by Arndt * 
(Berlin), and in one case the mucous membrane also. He believed that 
the disease was of tuberculous origin. The animal inoculations in 
Kyrle’s * case gave negative results, but the patient gave a positive 
tuberculin reaction. In 1909, Kyrle and McDonagh * reported a case 
of generalized eruption of lichen nitidus in a girl aged 18 years. Lier °® 
found acid-fast granules in a microscopic section. 

Sutton ® reported a case in a man, aged 35, in whom the lesions were 
roughly symmetrical; none was present on the penis. They were not 
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related to the pilosebaceous or coil glands. Two inoculations into guinea- 
pigs were negative. Histologic examination showed a granuloma (not 
a tubercle) originating in the tip of a papilla. The eruption cleared up 
in one month with the use of a 5 per cent salicylic acid and resorcin 
ointment. Reines* found no evidence of tuberculosis in his cases. 
Civatte,* in 1911, first described a case of the confluent type. This 
occurred in a woman with both lichen planus and lichen nitidus. A 
section taken from a lesion on the skin showed transitional forms as 
well as typical pictures of both lichen planus and lichen nitidus. On 
account of these observations, he said, in 1927,° that lichen nitidus was 
only a rare form of lichen planus. Bachrach’s *° patient had pulmonary 
tuberculosis. In 1914, Stelwagon ™ stated that only one case had been 
reported in a female patient. He did not consider that the disease was 
much influenced by treatment. 

In 1914, Pels ** described a condition which he called “miliary lichen 
planus.” His patient had a widespread eruption consisting of discrete, 
tiny, waxy, brown to purplish-brown papules. The eruption strongly 
resembled lichen nitidus clinically in the smallness, uniformity and con- 
stancy of the lesions and in the lack of itching, and histologically in the 
presence of giant and epithelioid cells. Except for these cells, the his- 
tologic picture was typical of lichen planus. There was a well circum- 
scribed collection of cells in the papillary layer of the corium and clinging 
to the under surface of the epithelium, which had lost the interpapillary 
processes in this area. Moderate hyperkeratosis, parakeratosis and 
acanthosis were present. The cells in the granuloma were chiefly mono- 
cytes and leukocytes, which lay in no definite arrangement among dilated 
blood vessels. Very few plasma or epithelioid cells were seen and only 
one giant cell was present at one side of the granuloma. There was no 
caseation. The granular layer was thickened and there was a moderate 
gap between the epithelial and granular layers containing some extra- 
vasated red blood cells. The lesions were angular and purplish and did 
not have a sago-grain appearance as in lichen nitidus. The tuberculin 
reaction was positive. Pels did not consider lichen nitidus a form of 
lichen planus for the following reasons: “The lesions of lichen nitidus 
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are translucent on glass pressure and are never itchy; giant cells are 
always present; there is no response to internal medication ; the mucous 
membrane is never involved in lichen nitidus and is affected in 40-60 
per cent of cases of lichen planus (Fordyce).” In 1925, Maloney ** 
described a case that was clinically similar to Pels’; the lesions occurred 
only on the parts of the body exposed to the sun. This cleared up in 
three months without any treatment except a lotion. The biopsy was 
typical of lichen planus. In October, 1928, Maloney presented before 
the New York Dermatological Society an Armenian, aged 19, with a 
dark red, indurated patch, the size of a twenty-five cent piece, on the 
dorsum of his left hand. This patch had an atrophic center and was 
surrounded by small papules. It had been present for six weeks. On 
the penis also there were many tiny, shiny papules, the histologic struc- 
ture of which was typical of lichen nitidus. The case was presented as 
an example of lichen nitidus and a tuberculoderma occurring in the same 
patient. Seven months later, Maloney presented before the New York 
Academy of Medicine a colored girl, aged 8, with a rather extensive, 
papular, nonitchy eruption of one year’s duration. The papules showed 
the histologic structure typical of lichen nitidus. 

In 1916, Lewandowsky ** reported two cases of lichen nitidus. He 
had one case with lichen scrofulosus on the arms and lichen nitidus on 
the penis. He thought that the latter condition was of tuberculous 
origin. Four years later, he stated that animal inoculations were never 
positive, and tubercle bacilli were never found in cases of lichen nitidus ; 
he considered the long stationary period (neither progress nor regres- 
sion) of the eruption and its almost constant presence on the penis as 
presumptive evidence that the disease was not a tuberculid, but thought 
that there might be some relation between lichen nitidus and tuberculosis. 
Chatellier *° described a case with coalescent lesions in patches. 

Trimble '* presented before the New York Academy of Medicine a 
colored man, aged 26, with small, yellowish-white, raised, lichenoid pap- 
ules, the size of a pinhead, on the backs of the hands and the extensor 
surfaces of the elbows and penis. Histologic examination showed a 
sharply outlined granuloma in the papillary layer, with thin overlying 
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epithelium and acanthosis at the sides. The lesion consisted of epi- 
thelioid and small mononuclear cells. No giant cells were seen. Pollitzer 
stated that this was the first case of lichen nitidus to be presented before 
the section, and Highman said that this and Sutton’s case were the only 
two at that time in the United States and that only thirty-five cases had 
been reported in the world’s literature. Trimble and Maloney ** later 
reported this case in detail and also a case of Dr. Howard Fox. The 
latter was of six months’ duration, and cleared up with six fractional 
doses of roentgen rays. The patient was a negress, aged 14. Histologic 
examination showed a granuloma with round epithelioid cells but no 
giant cells. 

Parounagian ** presented before the New York Academy of Medicine 
a case in which the papules were not of uniform size. The diagnosis 
was disputed and considered to be lichen planus, as uniformly sized 
papules are characteristic of lichen nitidus. The diagnosis of lichen 
nitidus was later confirmed by a typical histologic picture. The patient 
gave a 1 plus and a negative Wassermann reaction on two examina- 
tions of the blood. He was given ten small doses of arsphenamine over 
a period of six months, followed by marked relief from the eruption. 
The lesions almost disappeared. After treatment the Wassermann reac- 
tion was negative. Balban’s ** patient gave a positive tuberculin reaction. 
Zingale *® reviewed forty-six cases of lichen nitidus, many of which 
showed evidence of tuberculosis, clinically and_ histologically. He 
reported a case of lichen nitidus in a patient with latent tuberculosis. 
He thought lichen nitidus of tuberculous etiology. 

Michelson *' described a case occurring only on the flexor surfaces 
of both wrists and the face of a young man. The lesions on the wrists 
appeared after scratches from briars. The few lesions on the face were 
soon cured with a 1 per cent salicylic acid salve, but those on the wrists 
were not helped and became worse from chemical irritation. The Pir- 
quet reaction was negative, and there was no other evidence of tuber- 
culosis. He found only three cases in female patients; these were all 
of wide distribution, and were the only cases that were generalized. He 
felt that the lack of change in the lesions and their frequent presence on 
the penis (a site usually free from tuberculous lesions) were points 
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against their tuberculous origin, and he considered the lesions clinically 
most like lichen planus and pathologically most like lichen scrofulosus. 

Barber ** reported a confluent case in a woman, aged 59, in whom 
the eruption first appeared as scaling and fissures on the soles, and gradu- 
ally extended to the legs and arms and was psoriasiform. Triangular 
plaques were present on the extensor surfaces of the elbows and knees. 
Histologic examination showed no evidence of tubercle formation. The 
patient had had two attacks of lichen planus, one and two years previ- 
ously. He also reported two cases showing confluent lesions, and he 
cured two patients with 10 per cent tincture of iodine, giving from fifteen 
to twenty drops daily. He assumed that there were two types of lichen 
nitidus, the discrete and the confluent, and that the latter was more com- 
mon than it was thought to be because of frequent wrong diagnosis. 
He was convinced that the disease was not a tuberculid, as thorough 
investigation in several cases showed no evidence of tuberculosis. 

Jeanselme and Burnier ** had a patient, aged 39, who had lesions on 
the forearms for ten months. They obtained a strongly positive 
tuberculin reaction. A biopsy showed no tubercle bacilli, but giant cells 
and epithelioid cells in tubercle formation were present. Alexander ** 
reported a case of the rare confluent type. 

Clark *° presented before the New York Academy of Medicine a 
woman, aged 56, born in Russia, who had an extensive eruption consist- 
ing of slightly itchy papules on the abdomen, thighs, elbows, back and 
popliteal spaces. The papules were both discrete and in patches. The 
histologic picture was typical of lichen nitidus without giant cells. 
Clark’s diagnosis was lichen nitidus of the generalized type described 
by Barber, but this was disputed. 

Dowling *° reported two cases. The first occurred in a woman, aged 
32, with confluent patches on both knees and on her right elbow and 
lesions of the discrete type scattered elsewhere over her body, especially 
on her shoulders. The Pirquet reaction was negative, and no giant 
cells were found on histologic examination. His second case was in a 
woman, aged 66, who had a typical eruption of lichen nitidus three 
months after an attack of lichen planus. A biopsy was refused. Dowling 
concluded that lichen nitidus may be a variety of lichen planus. 
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Bernier and Rejsek ** had a patient with lesions on the penis and 
forearms, who gave a positive intradermal tuberculin reaction. Histo- 
logic examination suggested a tuberculid formation. The treatment 
consisted in injections of tuberculin, the administration of sodium 
cacodylate and roentgen rays. The first two methods of treatment 
caused fading of the lesions and the third the complete cure. In Decem- 
ber, 1928, Robinson ** presented before the New York Academy of 
Medicine a white boy, aged 13, born in the United States, with lesions 
of ten months’ duration on the abdomen, forearms and penis. The 
lesions clinically resembled lichen nitidus, and histologic examination 
gave a typical picture of this disease. The cervical lymph glands were 
enlarged, discrete and firm. No other glands were felt. An intradermal 
injection of tuberculin gave positive results. The patient was given 
three injections of 0.015 mg. of 4 amino-2 aurothiophenol carbonic acid 
and daily exposures to ultraviolet light, and he became distinctly better. 
Satenstein ** considered that histologically there are two types of lichen 
nitidus: (1) tuberculous and (2) inflammatory. 


COMMENT 

As can readily be seen by this summary of the literature, lichen 
nitidus is considered by some to be of tuberculous etiology, by others an 
independent inflammatory granuloma, and by still others merely a sub- 
division of lichen planus, The tuberculous etiology has been established 
in only a few cases. The disease differs sufficiently from lichen planus, 
both clinically and histologically, to be considered a definite disease 
entity. In my opinion there are two varieties of this disease: (1) those 
cases which show a histologic structure resembling tubercle formation 
and having an apparent relationship with tuberculosis elsewhere in the 
body as an etiologic factor, and (2) those which clinically show no 
etiologic relation to tuberculosis and the histologic structure of which is 
that of an inflammatory granuloma and does not resemble the picture 
seen in tuberculous dermatoses. 

Clinically there are two distinct types: the confluent and the discrete. 
A typical case of the discrete type shows shiny, flat-topped, skin-colored 


papules, the size of a pinhead, which do not coalesce and do not itch. 
They are most frequently found on the penis, flexor surfaces of the 
arms and wrists, breasts and abdomen, although they may be present on 
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any part of the body. They strongly resemble the papules of lichen 
planus except for their uniformity of size and lack of violaceous color. 
Because of the lack of subjective symptoms, the eruption may be present 
for many months without the patient’s knowledge. The histologic picture 
is characteristic and shows a circumscribed nest of cells confined to one 
papillary body. This consists of small round cells and epithelioid cells 
with a few fibroblasts and plasma cells and occasionally a giant cell, in 
no definite arrangement. There are no areas of caseation. In some of 
the sections the structure greatly resembles tubercle formation, while in 
others, owing to the lack of giant cells, the preponderance of small round 
cells and the paucity of epithelioid cells, the picture is more that of an 
inflammatory granuloma. 

According to Barber’s description, the generalized or confluent form 
presents, in addition to the discrete papules, pityriasiform or psoriasiform 
plaques of yellowish-red, brown or reddish-violet color. The plaques 
in the flexures usually have a reddish tint, while those on the extensor 
surfaces are yellowish brown or slightly darker than the normal skin. 
The eruption may be diffuse but there is a tendency to involve the 
flexures, especially the antecubital and popliteal fossae. The flexor sur- 
faces of the wrists and lower forearms, the extensor surfaces of the 
knees and elbows, the folds of the neck, groins, thighs, palms, soles, 
dorsa of the hands and feet and the area beneath the breasts can also 
be affected. The plaques on the extensor surfaces of the knees and 
elbows are lichenified and triangular, with the apex pointing downward. 
The plaques in the flexures are less lichenified and thickened, are rose 
colored or yellowish rose and show no accentuation of the normal 
striations. One can occasionally see discrete papules at the periphery 
of the plaques and can demonstrate them in the center by scratching off 
the overlying thickened skin. The histologic picture is similar to that 
of the discrete type with the addition of moderate, and occasionally 
marked, hyperkeratosis and parakeratosis. One of Barber’s patients 
showed marked hyperkeratosis of the hands and feet, with papilliform 
vegetations on the sides of the fingers; in two of his cases the nails 
were brittle and fissured. A section from a confluent patch shows 
several nodules of various sizes and in various stages of development. 
Some of these are well formed and typical, and are composed of closely 
packed cells, while others in an early stage of evolution have only a few 
widely separated cells. 

Most writers have stressed the preponderance of occurrence in male 
patients, and almost all the cases reported in female patients have been 
of the confluent type. Very little has been written about the treatment 


and prognosis. For these reasons I report a case of the discrete type in 


a female patient who recovered under treatment with a gold compound. 
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REPORT OF A CASE 


A. S., a woman, a hairdresser, aged 21, single, of Swedish birth, came to the 
medical department of Cornell Clinic on June 5, 1928, complaining of constipation 
and swelling of her feet and ankles of two years’ duration. The family history 
was irrelevant; there had been no tuberculosis; the father was living and well; the 
mother had died of appendicitis. The past history was negative, except for indi- 
gestion and constipation. Physical examination revealed a well nourished young 
woman with good color who did not look sick. The lungs showed no evidence of 
tuberculosis. Small cervical, axillary and inguinal lymph glands were palpable. 
There was a mild acne on the face. A blood count showed 76 per cent hemoglobin 
and 4,110,000 red blood cells. The patient was found to be suffering from con- 
stipation, pes planus and acne vulgaris. Diet, exercise and mineral oil were 
advised. She did not return until October 23, when the swelling of her feet was 
found to have increased but her constipation was better. For the first time an 


Fig. 1.—Left wrist, showing an area of discrete, tiny papules. 


eruption was noticed, and the patient was referred to the skin department of the 
clinic. 

At the time of examination, she presented patches varying in size from that of a 
dime to that of a quarter, consisting of round, slightly elevated, flat-topped, pale, 
skin-colored, shiny, sharply outlined, discrete papules, uniformly the size of a 
pinhead, on each wrist (fig. 1) and forearm, on the center of the chest, under the 
left axilla and on the right buttock. The duration of the eruption was one year, 


during which time no treatment had been employed in spite of the fact that new 
lesions had appeared. There was no itching. The lesions were not related to the 
pilosebaceous or sweat ducts. The mouth and genitalia were not involved. No 


other member of the family had any eruption. The Wassermann reaction was 
negative. The patient objected to having a Pirquet test performed. 

30. This case was presented before the New York Academy of Medicine, 
Section of Dermatology, by Dr. Ray H. Rulison, in November, 1928 (Rulison: 
Lichen Nitidus, abstr., Arch. Dermat. & Syph. 19:491 [March] 1929). 
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Clinically, the eruption could be differentiated from lichen planus on account 
of the absence of lesions of the mucous membrane, itching, violaceous color and 
umbilication, and because of the uniform size of the papules; from lichen scrofulo- 
sus because of the absence of follicular lesions; from verruca plana by the 
smallness, shape and location of the papules, and from papular eczema by the 
absence of scaling, vesicles and itching. 


A papule on the right forearm was excised for microscopic examination. This 


showed an intact epithelium, except for thinning of the granular layer and disin- 








Fig. 2—Photomicrograph showing circumscribed nest of round cells in a 
papillary body. 


tegration of the basal cell layer overlying one papillary body (fig. 2). Beneath this 
thin area of epithelium and surrounded by two crescenteric prolongations of rete 
lay a round, sharply circumscribed nest of round cells, embedded in edematous 
connective tissue stroma. Horizontal strands of round cells, parallel with the 
overlying epithelium and not related to the blood vessels, extended from each lower 
corner of this nest. On high power (fig. 3) this nest of cells proved to be com- 
posed of many, deeply stained, small round cells, some fibroblasts and an occasional 
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epithelioid cell. There was no regular concentric arrangement or suggestion of 
tubercle formation. No giant cells or plasma cells were seen. There were no areas 
of caseation. 

On account of the frequently assumed tuberculous etiology of the disease an‘ 
in spite of the negative history, physical examination and histologic picture, the 
patient was given 25 mg. of gold sodium thiosulphate intravenously on November 
5, 50 mg. on November 9 and 100 mg. on November 13, 16, 26 and 30 and December 
3—eight injections in all. 
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Fig. 3—High power magnification, showing masses of small round cells and an 
occasional epithelioid cell in edematous connective tissue. 


On November 26, the lesions were much fainter, and on Jan. 2, 1929, they 
had entirely disappeared without any other treatment, and the patient was dis 
charged as cured. She was seen again in November, 1929, and showed no signs of 
recurrence of the disease. She reported that no lesions had appeared in the 
interval since January. At this time a blood count showed 82 per cent hemoglobin 
and 4,500,000 red blood cells. Blood chemistry revealed: sugar, 100 mg. per 
hundred cubic centimeters of blood; urea nitrogen, 10 mg.; uric acid, 5 mg., and 
chlorides, 540 mg. The patient was given intracutaneous injections of old tuber 
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ulin in the flexor surface of the left forearm. Three dilutions were used: 
1: 100,000, 1: 5,000 and 1: 1,000. The first solution caused no reaction, the second 
a very mild one and the third a moderately severe one. One week later, no sign 
of reaction could be seen at any of the sites of injection. This result was con- 
sidered as an essentially normal response to tuberculin and was the same as is 
usually found in patients with lichen nitidus. 


As far as I have been able to find in a search of the literature, with 
the exception of Robinson’s case this is the only patient with lichen 
nitidus who has been treated and apparently cured by the administration 
of a gold compound. This case was unusual in two other respects: 
1. The patient was a woman ; the majority of the cases reported occurred 
in male patients. 2. Most of those reported in female patients were of 
the confluent, not the discrete, type. 


COMMENT 

The most striking point in this report is that a case of lichen 
nitidus, a disease supposed by many to be of tuberculous origin, cleared 
up during the administration of gold sodium thiosulphate, although true 
tuberculosis of the skin rarely, if ever, responds to this treatment. A 
parallel might be drawn with lupus erythematosus, which likewise has 
been presumed to be of tuberculous etiology and yet reacts uniformly 
well to aurotherapy. 

The mode of action of gold in lupus erythematosus is not known. 
One of the modern conceptions of the etiology of this disease is that 
it is a manifestation of an allergic condition of the skin, in some cases 
to the toxins of tubercle bacilli and in others to those of nonspecific 
foci of infection. The effect of a gold compound may be due to altera- 
tion of this allergic state in some way. The same effect may have 
occurred in this case of lichen nitidus. Of course, no conclusion should 
be drawn from this one case, but if several patients with lichen nitidus 
were treated with a gold compound and recovered rapidly, one might 
assume that the disease is not a type of tuberculid, but, like lupus 
erythematosus, a manifestation of allergy to tuberculous or other toxins. 


This view would be substantiated histologically by the two types of 


sections, those with and those without tubercle-like formation, and by 
the diversity of observations on physical examination. 


200 West Fifty-Ninth Street. 





Editorial 


THE EIGHTH INTERNATIONAL DERMATOLOGICAL 
CONGRESS 


The Eighth International Dermatological Congress was a great 
success, scientifically and socially. Everything combined to make the 


experience agreeable: Copenhagen is a delightful place; there were 


adequate good hotel accommodations ; the settings of the Congress and 
of the various social functions were excellent; the weather was ideal. 
The hospitality of our Danish colleagues not only was charming, but 
was generous beyond words and was manifested in a series of enter- 
tainments the like of which are rare. For instance, the reception 
given to the Congress in the magnificent Town Hall and the musicale 
given by the President can be described as gorgeous. The dermato- 
logical clinic consisted of a large number of interesting cases; some 
groups of them were unique. There was, for example, a group of eight 
cases of Darier’s disease and one of twice as many cases of sarcoid. 
The thorough way in which the cases had been worked up and _ pre- 
pared for presentation—each history, for example, being furnished in 
French, German and English—set a pattern that might be followed 
with advantage in other clinics of this sort. Altogether, Denmark met 
her responsibilities royally, and every one must have left Copenhagen 
with the feeling that he owed a debt of gratitude to his Danish colleagues 
which he could hardly hope to repay. 

The scientific details of the Congress, both the clinic and the papers 
and discussions, we hope to consider more fully later. 

There was one important feature of the Congress, responsibility 
for which, we believe, does not rest on our Danish colleagues, that 
should be openly criticized: that was the assumption of control of the 
machinery of the Congress by a small group, apparently self-appointed. 
That may not have been the case as far as it concerned other nations, 
but it was so at least as far as the United States was concerned. The 
United States was not consulted officially in any particular in the general 
business of the Congress. The dermatologists of the United States 
formed an official organization for the purpose and took the initial step 
in the reestablishment of these congresses. Dr. Howard Fox, at his 
own expense, but at our insistent request, made a special trip to Europe 
in 1927, as the official representative of American dermatology, to sug 
gest the reestablishment of the international dermatological congresses 
and to invite the congress to come to the United States; if that was 
thought not feasible, to indicate the desire of American dermatolog) 
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to cooperate in a congress wherever it might be held. Dr. Fox dis- 


charged the rather delicate mission tactfully and successfully. He 


and the writer cooperated officially with the officers of the Congress 
while it was in preparation. They went to Copenhagen as the official 
representatives of both the American Dermatological Association and 
the Section of Dermatology of the American Medical Association. 
[hey were not tardy in their arrival. To their surprise, on their 
arrival they found that all participation of the United States in the 
general business of the Congress had already been settled. They were 
told what had been arranged and were given a brief moment to acquiesce 
when anything but acquiescence was impossible—this in spite of the 
fact that of the dermatologists at the Congress representing the various 
nations, those from the United States ranked second in number. The 
control of all affairs of future congresses was, properly, turned over 
to an executive committee, but who appointed the executive committee, 
or who made its decisions, the American representatives do not know. 
They, at least, were not consulted on those or on any other subjects. 
We call attention to this matter because it is one of importance for 
the success of future congresses. A true international congress must 
be a representative organization. ‘There is no room for kitchen cab- 
inets, cabals or self-appointed managers. If our congress is to be thus 
conducted, the policy should be made public, and the congress should 
not be called an international congress. 

There is some suggestion of holding the next congress in the United 
States. We should be genuinely delighted to have it here, if we are to 
participate in its general affairs through representatives designated by 
ourselves ; but, unless we misunderstand the temper of American derma- 
tologists, they will insist on participation through representatives of 
their own choosing and will not be content to have them self-appointed 
or dictated from without. A successful congress with the cooperation of 
\merican dermatologists cannot be held in the United States on any 


other terms. , 
WiLtrAM ALLEN PuSEY. 





Abstracts from Current ‘Literature 


THE MEDICAL OR INJECTION TREATMENT OF VARICOSE VEINS. R. C. LOGEFEIL. 
Am. J. M. Sc. 179:619 (May) 1930. 


The action of a number of drugs used for sclerosing veins is discussed, mention 
being made of mercuric chloride, sodium chloride, sodium salicylate, sugar solu- 
tions, quinine ethyl carbonate with their advantages and disadvantages. The 
technic of the injection is given in detail. The results in 500 cases were entirely 
satisfactory to the patients in 98 per cent, and in the opinion of the author the 
injection method is safer, cheaper, less painful and more permanent than surgical 
interventions. He also advocates the use of invert sugar as the safest in general 
and the best for beginners. 


SKIN HYPERSENSITIVITY TO PHENYLHYDRAZINE HYDROCHLORIDE: REPORT OF 
A Case. I. S. Wricut and E. N. Joyner, Am. J. M. Sc. 179:683 (May) 
1930. 


This case report is that of a medical student working in a chemical laboratory 
who developed a severe dermatitis of both hands after working with phenyl- 
hydrazine hydrochloride. Sensitization tests made with the various components 
of the reagent showed the patient to be hypersensitive only to the compound 
as a whole, the reaction being accentuated by the addition of certain alkalis which 
did not in themselves produce a reaction. 


INOCULATION MALARIA: SEXUAL AND ASEXUAL STRAINS. N. KOpeELorr, 
Am. J. M. Sc. 17%:800 (June) 1930. 


The results following inoculation of 123 patients with a sexual strain of the 
plasmodium were the same as noted with 350 patients inoculated with an asexual 
strain. However, after seven months, the sexual strain began to lose the power 
of producing gametocytes, becoming adapted to its host on repeated human passage. 


TERTIARY SYPHILIS OF THE LIVER SIMULATING BANTI’s SYNDROME, WITH 
REPORT oF A CASE AND REVIEW OF THE LITERATURE. H. M. Korns, 
Am. J. M. Sc. 179:811 (June) 1930. 


This case is reported in detail as presenting the symptoms of Banti’s syndrome 
in the terminal stages. A thorough review of the literature on the subject is 
also given and emphasis placed on a therapeutic test of every case of Banti’s 
syndrome before excluding syphilis as the etiologic factor. 


ATROPHY OF SusBCUTANEOUS Fat ASSOCIATED WITH INSULIN INJECTIONS. 
Joun B. Nicuots, Am. J. M. Sc. 180:90 (July) 1930. 


A report of a case in which atrophy of the subcutaneous fatty tissues followed 
in the vicinity of the injections of insulin. A review of thirty-four other cases 1s 
also given. The writer offers this suggestion as a cause of the fatty atrophy: 
“The strong initial concentration of the insulin in the subcutaneous tissues near 
the site of injection causes an active local oxidation of carbohydrate, which in 
turn causes an active combustion of the local fat.” 


A CLrInIcAL Stupy oF ONE HUNDRED AND THREE CASES OF SCLERODERMA 
P. A. O’LEary and R. NomMLanp, Am. J. M. Sc. 180:95 (July) 1930. 


In forty-eight cases of generalized scleroderma, initial symptoms were arthriti: 
manifestations in twenty-eight cases, in sixteen the initial symptoms consisted 0! 
vasomotor phenomena in the extremities. Sclerodactylia was present in near]; 
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all cases of generalized scleroderma, the capillaries in these cases showing giant 
feathery loops with a uniform blood flow which changed little following cold or 
friction. Without sclerodactylia, the capillaries of the nail fold appeared normal. 
Calcification of the skin was found in two cases. A great preponderance of females 
over males was noted in this series, adults being more often affected than children. 
Most of the cases of generalized scleroderma showed basal metabolic rates within 
normal limits; there were no cases of clinical hypothyroidism, but seventeen 
patients showed more than plus 10 per cent. 

Treatment with thyroid preparations was disappointing, but it is believed that 
the action of such preparations is dependent on the influence these extracts exert 
on increasing the cutaneous blood supply. It also seems that sympathetic ganglion- 
ectomy would offer best results in that type of sclerodactylia in which the Raynaud 
syndrome predominates. 

The authors think they are warranted in believing that generalized scleroderma 
is the cutaneous manifestation of systemic diseases with vascular changes playing 
a leading role. 


STUDIES ON THE CIRCULATION OF THE FEET IN DIABETES MELLITUS WITH 
AND WITHOUT GANGRENE. ISAAC STARR, JR., Am. J. M. Sc. 180:149 (Aug.) 
1930. 


In 100 patients with diabetes under treatment, the skin response to histamine 
showed 32 per cent normal, 34 per cent somewhat impaired, 34 per cent markedly 
impaired. In 75 per cent of the patients examined, an abnormally low blood flow 
through the feet was found. Improvement in the general state was not followed 
by circulatory improvement in certain arteriosclerotic diabetic persons. 


Tue DIFFUSIBLE CALCIUM OF THE BLOOD SERUM IN ALLERGIC DISEASES. 
D. M. GREENBERG and L. GuNTHER, Arch. Int. Med. 46:72 (July) 1930. 


In fourteen cases it was found that the total and diffusible fraction of the blood 
serum calcium varied together within normal limits in allergic diseases. 
R. C. Jamieson, Detroit. 


PRIMARY BLASTOMYCOSIS OF THE TONGUE. JOHN H. CHILDREY and GORDON 
B. New, Arch. Otolaryng. 12:184 (Aug.) 1930. 


The lesion was situated on the ventral surface of the tongue, anteriorly. There 
was no evidence of involvement of the lung or other organs. The diagnosis was 
made after biopsy. The authors were able to find recorded only one other case 
of blastomycosis primary in the tongue. 


ERYSIPELAS: COMPARATIVE STUDY OF MORE RECENT METHODS OF TREAT- 
MENT. WALTER H. Upp and E. S. Pratou, J. A. M. A. 95:1 (July 5) 1930. 


From an analysis of some 400 cases of erysipelas in which various methods 
of treatment were used, the authors conclude that the best results are obtained 
by the newer methods of treatment, i. e., ultraviolet rays, x-rays or antitoxins. 
The mortality rate has been reduced approximately 44 per cent, and 92 per cent 
of those cases in which ultraviolet rays were used showed a clinical arrest after 
the first treatment. The results are slightly more favorable in the ultraviolet group. 
\n erythema dose is given, just short of vesiculation. 


SCURVY IN ADULTS. MANUEL G. GICHNER and MILTON SuHeErry, J, A. M. A. 
95:9 (July 5) 1930. 


The author reports two cases of adult scurvy and emphasizes the importance 
ot a careful inquiry into the dietary habits in all cases characterized by hemorrhage. 
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ERyYsSIPELOID: REPORT OF CASE OF INFECTION ACQUIRED FROM FISH OF THE 
Great Lakes. Earv B. Ritcure and S. Witt1Am Becker, J. A. M. A. 
95:26 (July 5) 1930. 

This is the report of a case of erysipeloid on a finger which occurred follow- 
ing an injury from handling fresh fish from the Great Lakes. The onset was 
two days after infection. The lesion healed in five days after an injection of 
specific serum, Erysipelothrix suis. Attempts to cultivate the organism failed. 


TUBERCULOSIS OF THE TONGUE. RIGNEY D’AuNay and J. W. MILLER, 
J. A. M. A. 95:97 (July 12) 1930. 


The authors report three cases of tuberculous ulcers of the tongue. They 
were able to find only 334 cases recorded in the literature. The subject is con- 
sidered from the standpoint of modes of infection, sex and age incidence, histo- 
pathology and clinical manifestations. The cases are divided into two types. If 
the dermis of the mucosa is primarily affected, the lesion usually assumes some 
characteristics of cutaneous lupus. This lesion is grayish, resistant to the touch, 
elevated and discrete, and is designated glossodermatitis tuberculofibrosa. If this 
ulcerates, it is termed glossodermatitis tuberculo-ulcerosa. Where the intramuscular 
connective tissue is primarily invaded, the lesions disseminate with much destruc- 
tive ulceration and are designated nodular tuberculosis or granuloma tuberculose. 
The lupoid type is usually associated with a slow tuberculous process, usually 
of the lungs, and the necrotic lesions are generally concomitant to rapidly destruc- 
tive lesions of other organs. A verrucous form is also recognized, but the ulcerated 
type is most common. In this type pain is a prominent symptom, ptyalism is 
marked, and regional adenopathy is usually present. Each of their patients were 
middle-aged men, with concomitant involvement of the lung. The diagnosis in 
each case was made from biopsy. 


DerRMaATITIS Due To INsEcT PowpeER. MaArRIon B. SULZBERGER and C. 
BERENDA WEINBERG, J. A. M. A. 95:111 (July 12) 1930. 


The presence of urticarial wheals complicated the case so that food tests were 
made by the scratch method. It is of interest that the tests were positive for 
six different foods, the elimination of which had no effect on the dermatitis. By 
means of a patch test, an insect powder was found to be the cause. 


Locat INSULIN REACTIONS. MARTIN LAsERSOHN, J. A. M. A. 95:199 (July 19) 
1930. 
A case is reported in which twenty-four hours following the injection of insulin, 
a lesion resembling a wheal appeared at the site of injection. With subsequent 
injections, the lesions appeared earlier, were smaller, and disappeared more rapidly, 
until finally there were no reactions. 


REACTION TO PANTOPON SIMULATING PROTEIN SENSITIZATION. H. M. WINANS, 
J. A. M. A. 95:199 (July 19) 1930. 


Following hypodermic injection of pantopon there was an immediate local 
reaction with the formation of a large wheal. There was a generalized reaction in 
the form of joint aches, epigastric distress and difficulty in breathing, but no 
generalized rash. There is no protein in pantopon. The patient was known to 
have an idiosyncrasy to morphine. 


Tue Fincer NaiLts IN TuBEeRCULOsIS. EprtoriaAt, J. A. M. A. 95:205 (July 19) 
1930. 
In the column of Current Comment, attention is called to a recent study by 
Hahn on patients at the Trudeau Sanatorium, which points out the striking rela- 
tions between markings and form of the finger nails and active tuberculosis 
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Pitting of the nails was found in every one of fifty patients with active tuberculosis, 
in three of fifty with inactive tuberculosis and not in any of an equal number of 
expatients. The pitting appears on the visible part of the nail six weeks after 
the onset of symptoms of the disease. They follow no definite pattern, and are 
not present on the toes. Most of the active cases also showed the down curving 


nails. 


Tor-ET WaTER Dermatitis. J. E. LANE and M. J. Strauss, J. A. M. A. 
95:717 (Sept. 6) 1930. 


The authors cite the case of a man who developed a dermatitis on the neck 
from the use of toilet water which had been applied after exercise without exposure 
to the sun. The inflammation was followed by pigmentation which lasted two 
months. The irritating substance in the toilet water was quinine. Quinine and 
diethylphthalate are used as denaturants in alcohol. The cases heretofore have 
been attributed to eau de cologne which contains oil of bergamot. An interesting 
account is given of the history of the discovery of the cause of this dermatitis. 
Attempts made by workers to produce, by this means, pigmentation in patches 
of vitiligo have met with little success. 


ASPERGILLUS INFECTION OF THE HAND. JoHN T. Myers and A. D. Dunn, 
J. A. M. A. 95:794 (Sept. 13) 1930. 


The organism was isolated from an indolent ulcerative lesion on the hand. 
There was rapid healing following the application of 1 per cent copper sulphate 
solution alternating with 1 per cent copper subacetate ointment. 


RATTNER, Chicago. 


STUDIES ON LEUKEMIA IN Mice: I. EXPERIMENTAL TRANSMISSION OF 
LEUKEMIA. M. N. RICHTER and E. C. MacDoweELL, J. Exper. Med. 
51:659 (April) 1930. 

In a certain strain of mice in which leukemia had developed spontaneously, the 
disease may be transmitted to others of the same strain at a much earlier age 
than that at which it appears spontaneously. Changes are analogous to lymphatic 
leukemia in man, pseudoleukemia and leukosarcomatosis with enlargement of the 
lymph nodes. 


CENTRIFUGE EXPERIMENTS WITH THE VIRUS OF VaccINIA. F. F. TAna, 

J. Exper. Med. 51:859 (June) 1930. 

Using cell-free, active filtrates of vaccinia virus, the experiments on rabbits 
showed that it is possible to concentrate the virus by centrifugation. The author 
believes the success of the experiments to be due to the corpuscular nature of 
the virus, possibly indicating that the virus may be of considerable size. 


THE Errect oF CATHODE Rays UPON CERTAIN BACTERIA. R. W. G. WycKOFF 
and T. M. Rivers, J. Exper. Med. 51:921 (June) 1930. 
With B. coli, B. aertryke and “Staphylococcus aureus, the absorption of a single 
155 kilovolt electron was found sufficient to cause death of the organism. Differ- 
ences in sensitivity were due to differences in size of the bacteria. 


[HE INFLUENCE OF ULTRA-VIOLET RADIATION ON THE WEIGHT OF ADULT 
RABBITS, NORMAL AND Sypuivitic. A. R. Harnes, J. Exper. Med. 52:253 
(Aug.) 1930. 


Using six sets of rabbits, some inoculated with syphilis, experiments were made 
exposing some to ultraviolet radiation at intervals. The results showed that normal 
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and syphilitic rabbits exposed to ultraviolet radiation maintained a lower body 
weight than those living in the dark and were also more susceptible to pneumonic 


emepeemeen R. C. Jamieson, Detroit. 


EPIDERMOMYCOSIS OF THE Feet. K. P. A. Taytor, United Fruit Company, 

Med. Rep., 1929, p. 153. 

The author has had very encouraging results in treating ringworm of the 
toes with ethyl chloride spray. He has treated six patients, including himself. 
It is necessary to produce blanching of the skin for a distance of 0.5 cm. beyond 
the periphery of the affected area. On the thickened epidermis in the plantar 
region, as many as six daily applications may be necessary. The method was 
not tried where the dermatitis was acute. 


LEISHMANIA Tropica. ARNOLDO LACHNER CHACON, United Fruit Company, 
Med. Rep., 1929, p. 175. 
This is a short case report of a patient with ulcerated lesions on the face. 
Antimony potassium tartrate (tartar emetic) administered intravenously and 
potassium iodide produced healing. 


ANOTHER DISEASE CAUSED BY WomMEN’s Fasuions. I. H. T. Davies, Brit. 
M. J. 2:60 (July 12) 1930. 


The author calls attention to a condition that he has seen recently in several 
women. It consists of a pigmented band lying horizontally across the upper part 
of the forehead, about one-half inch in width across the front. The lesion is 
composed of telangiectases, a marked deepening of the color at the folds of the 
natural fine wrinkling of the skin and a yellowish-brown pigmentation arranged 
sometimes in a rough network and sometimes collected in freckles of irregular 
size and shape. It resembles very much a poikiloderma reticularis of Civatte. 
All the cases have been in woman of 35 or more, who have bobbed hair and who 
have the coarse, greasy seborrheic skins. The author feels that the pressure 
of tight hats may have some bearing in its cause. A histologic study has been 
impossible. 

FaTAL DERMATITIS FOLLOWING THE USE OF IODINE Sprrit SOLuTION. R. 

CHARLES ALEXANDER, Brit. M. J. 2:100 (July 19) 1930. 


Following the application of iodine in 2.5 per cent solution to the skin, an 
intense dermatitis developed; the patient became toxic, and died three days after 
the operation. The solution was freshly prepared. The dermatitis began at the 
site of the incision. The cause of death was apparently analogous to that in 
superficial burns from the absorption of toxic products of skin destruction. Sub- 
sequently, it was learned that the patient had previously suffered a local reaction 
following the application of iodine to an abrasion. Autopsy was not performed. 


RATTNER, Chicago. 


INTRADERMIC REACTIONS IN CHANCROID «AND LYMPHOGRANULOMATOSIS 
INGUINALE WITH SPECIAL REFERENCE TO THEIR RELATIONS WITH THE 
EtIoLoGy oF ANORECTAL SYPHILOMA. QO. JERSILD, Ann. de dermat. et syph. 
1:577 (June) 1930. 


The author has used the vaccine dmelcos of Nicolle (Ducrey bacillus) in his 
investigations of chancroid. The intradermic test was tried in ninety-seven cases: 
fifteen cases of uncomplicated chancroid, sixteen cases with bubos, two with 
gangrene, twelve with former chancroid and fifty-two control cases. Every case 
of chancroid gave a positive reaction provided it was over ten days’ duration. 
In the cases with bubos, markedly positive reactions were noted. In cases. with 
a previous history of chancroid, all gave positive tests, and it is probable that the 
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allergic state lasts throughout life. In the phagedenic cases, the reaction was 
doubtful. In the control cases, none showed a positive test. This group was 
composed of cases of syphilis, gonorrhea, lymphogranulomatosis inguinale, herpes 
venitalis and balanoposthitis. 

In fifteen cases of lymphogranulomatosis inguinale, the author tried Frei’s test. 
Eleven of these cases were active; four were healed. The reaction was positive 
in every case. Frei had indicated that anorectal syphiloma (Fournier) was due 
to the same organism as lymphogranulomatosis inguinale. Jersild, who in 1920 
published an exhaustive article on this subject, has been able to collect three cases, 
all of which gave a positive intradermal test to Frei’s antigen. Jersild, therefore, 
concludes that anorectal syphiloma is a form of Nicolas-Favre disease. 


Tue Errotocy or ERYTHEME ANNULAIRE CENTRIFUGE. L. I. CHRISTINE, 
Ann. de dermat. et syph. 1:609 (June) 1930. 


The author has observed four cases all showing the apparition of the disease 
and its cyclical development in relation to sharp barometric oscillations in early 
spring and fall. The coincidence of onset and cyclical course of the disease 
with barometric changes and its disappearance during more equable barometric 
periods speak in favor of a strict relationship between the disease and weather 
conditions. 


SomME REFLECTIONS. A. VERNES, Ann. de dermat. et syph. 1:617 (June) 1930. 


Vernes makes a brief defense of his reaction for syphilis and a plea for a 


more just evaluation of its merits. Mcewate. Chadian Das 
. MALL, : 9 Add. 


IMMUNITY, SUPERINFECTION AND REINFECTION IN Sypuitis. M. Trurri, Ann. 
de dermat. et syph. 1:689 (July) 1930. 


From a critical review of present knowledge of these questions, Trufh con- 
cludes that there is no natural immunity against syphilis in man. Some animal 
species, until recently considered as completely refractory to syphilitic infection, 
have been found not to be so. The immunity conferred by syphilitic infection 
against a new infection is not complete. Lesions produced by inoculation comport 
with the stage of the natural disease. Even in the primary stage, partial immunity 
seems to be present, while in the secondary stage, immunity is more pronounced. 
During latent periods, immunity is attenuated. In dementia paralytica, the skin is 
almost completely refractory to inoculation. This refractory state is less pro- 
nounced in tabes. Truffi while admitting that cure of syphilis cannot be determined 
with mathematical exactness, nevertheless thinks that for all practical purposes, 
cure can be achieved. A criterion of absolute cure cannot be given, hence it is not 
possible to fix a definite line between superinfection and reinfection; that is to say, 
to determine where the one ends and the other begins. The existence of species 
of spirochetes with special organotropy has not been satisfactorily demonstrated. 
No humoral antibodies are present in syphilis, and it seems probable that immuno- 
logic substances in syphilis are of tissue rather than humoral origin. Immunity 
in syphilis is not a true immunity but an immunity by infection, hence it is not 
passively transferable. 


INTRA-EPIDERMIC MIGRATION OF CELLS IN NEVOCARCINOMA, ESPECIALLY IN 
Metastatic Tumors. S. Nicotau, Ann. de dermat. et syph. 1:746 (July) 
1930. 


Unna, many years ago, called attention to a phenomenon observed in the 
epidermis over nevi, namely, the appearance therein of cavities containing free 
epithelial cells. Unna thought that these free cells gradually found their way 
to the cutis (Abtrofung) where they were transformed into nevus cells. Darier 
later studied the subject and found this phenomenon in two of nine nevi, and 
nine of nineteen primary nevocarcinoma. He called these cell collections “theques.” 
He definitely stated that they were present only in the primary tumors. 
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Nicolau, in the present article, contributes his own observations in a case of 
nevocarcinoma with numerous metastases. In examining a number of these 
metastatic tumors, he found in the more advanced masses and occasionally in the 
hair follicles and rete pegs, some cavities (theques) containing larger or smaller 
numbers of free cells showing no intercellular filaments. From these results, 
Nicolau argues that the original conception of Unna of the rdle of these free 
cells in the genesis of nevi and nevocarcinoma must be revised. Nicolau believes 
that these free cells originate from the tumor and are, in reality, an intra-epidermic 
metastasis. From a study of the histology preparations, it would appear that these 
cells reach the epidermis one by one, and by division form a small mass which 
is finally extruded by the force of normal exfoliation. 


THE CELLS OF NEVOCARCINOMA: APROPOS OF THE ARTICLE OF PROF. 
Nicotau. J. Darter, Ann. de dermat. et syph. 1:763 (July) 1930. 


Darier, at the request of the editor of the Annales de dermatologie et de 
syphiligraphie, comments on the foregoing article of Nicolau. There seems to 
be no question that the histologic changes noted by the latter are identical with 
those noted in primary tumors by Darier. Nicolau, however, lays no stress on 
certain changes in the cells of the basal layer, which to Darier are of capital 
importance since they are, in his opinion, the starting point of the whole process. 
Hence, he rejects Nicolau’s conception of a migration of neoplastic cells into 
the epidermis. Rather, the close approximation of the neoplasm influences changes 
in the basal cells, which lead to the formation of “theques.” This seems the 
most plausible explanation of the process, though admittedly it is purely hypothetical. 


MIcHAEL, Houston, Texas. 


STREPTOcOccIC INTERTRIGO OF THE RETRO-AURICULAR AND AXILLARY 
GROOVES: SECONDARY ECZEMATIDS OF THE THORAX; BroLoGic REAc- 
TIONS. P. Ravaut, RABEAU and LONGHIN, Bull. Soc. franc. de dermat. et 
syph. 37:559 (May) 1930. 


Ravaut and his collaborators have already shown by case reports and biologic 
investigations that yeasts may produce intertrigo with secondary lesions resembling 
eczematids (levurids). In a case of typical intertrigo from which streptococci 
were recovered in pure culture, they found a marked local reaction to intradermal 
injection of streptococcic antigen with pronounced general and focal reactions. 
Complement-fixation and intradermal tests with a yeast preparation gave negative 
results. The authors conclude that intertrigo and secondary eczematids may be 
due to streptococcus as well as yeasts and that the causative organism can be 
determined by biologic investigations. 


INTERTRIGO WITH SECONDARY ECZEMATIDS. STREPTOCOCCUS AND YEASTS 
PRESENT IN THE INTERTRIGINOUS LESIONS: BroLoGic Reactions. P. 
RAVAUT, RABEAU, LONGHIN and Koanc, Bull. Soc. franc. de dermat. et syph. 
37:561 (May) 1930. 


The author’s patient had intertrigo in several locations. This had existed for 
a long time, while shortly before presentation there developed discrete eczematids 
chiefly on the forearms and legs. Cultures from the intertriginous areas showed 
among other parasites, both yeasts and streptococci. Biologic tests, however, 
indicated that the latter were responsible for the cutaneous manifestations. 


A SeEveRE CASE OF DunRiNG’s DISEASE EFFECTIVELY TREATED WITH NEO- 
ARSPHENAMINE. Louste, THIBAUT and RACINE, Bull. Soc. frang. de dermat. 
et syph. 37:573 (May) 1930. 
In this case, the extensive skin manifestations were accompanied by fever, mild 
delirium and other systemic symptoms. There was rapid improvement after 
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several injections of neoarsphenamine. The authors make the point that relatively 
large doses (from 0.6 to 0.75 Gm.) are required; small doses are likely to aggravate 
the disease. 


PHAGEDENIC CHANCROID CURED BY APPLICATIONS OF NEOARSPHENAMINE. 
Louste, THrpaut and Racing, Bull. Soc. frang. de dermat. et syph. 37:573 
(May) 1930. 


The patient had an extensive gangrenous chancroid which practically healed 
after twenty days of local treatment with neoarsphenamine. The drug was applied 
in powder form. The applications were at first very painful, but after several 
days were borne without great discomfort. 


SCLERODERMIFORM SARCOID OF THE ARMS DUvE TO ForREIGN BopiEs. H. 
GouceErot and P. Bium, Bull. Soc. frang. de dermat. et syph. 37:575 (May) 
1930. 


A patient, aged 41, with chronic pulmonary tuberculosis, had received about 
100 injections of a medicine in a cholesterol menstrum. Lesions appeared six 
months later. They were large indurated plaques very much like scleroderma. This 
case is another example of the development of sarcoids of tuberculous nature 
precipitated by injections of foreign bodies. The histology was not given. 


CuppInc TEstT IN DoustFuL CASES OF BULLOUS DERMATOSES AND PEMPHIGUS. 
H. GouGerot and P. Brum, Bull. Soc. franc. de dermat. et syph. 37:577 
(May) 1930. 


The authors call attention to the use of dry cupping as a means of producing 
bullae in these cases. Further experience is required to prove the value of this 
test. It may be diagnostically useful during stages of remission. 


INTRADERMAL TEST FOR CHANCROIDS. P. RAvauTtT and RABEAv, Bull. Soc. 
franc. de dermat. et syph. 37:593 (May) 1930. 


In doubtful cases, the authors use both scratch and intradermal inoculations 
of material from the lesions. The test is of particular value when the intradermal 
test is positive and the scratch negative. This means there is a possibility of 
demonstrating the chancroidal nature of certain torpid lesions and of bubos which 
develop without visible portal of entry. In the latter instance, the material is 
obtained by puncture of the gland. 


ARSENIC-RESISTANT CONJUGAL SypuiLis. P. LEGRAIN, Bull. Soc. franc. de 
dermat. et syph. 37:594 (May) 1930. 


The husband developed secondary cutaneous syphilis fifteen days after a course 
of neoarsphenamine. Treatment was begun for a chancre, with both dark-field 
and Wassermann tests positive. The wife, who had no clinical or serologic mani- 
festations of the disease, developed a specific periostitis during a course of neo- 
arsphenamine. The author thinks that this experience indicates an arsenic-resistant 
strain of spirochetes, since the same batch of drug had been efficient in other cases. 


AcTION OF LIGHT ON THE LOCALIZATION OF LUPUS ERYTHEMATOSUS. C. 
Aubry, Bull. Soc. franc. de dermat. et syph. 37:607 (May) 1930. 
Audry reports a case of subacute lupus erythematosus disseminatus which 
presented (among other locations) lesions exactly outlined by the V area of 
decolletage. The influence of light on this localization was apparent. 





708 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


THREE New CASES OF DERMATOFIBROMA TUBEROSUM. L. CHATELLIER, Bull. 
Soc. frang. de dermat. et syph. 37:608 (May) 1930. 


After a brief review of this condition, first described by Darier and Ferrand, 
and in this country by Senear, Andrews and Willis, the author describes three 
cases in which he had the opportunity of making histologic examinations. 
Chatellier found the same structure as described by Darier and other authors, 
except D. Mosto, who thought the condition was a dermatoneuroma and not 
fibrosarcoma. 


A Fata Case or Noma ComMPLICATING MERCURIAL Stomatitis. G, MAUREL, 
Bull. Soc. frang. de dermat. et syph. 37:614 (May) 1930. 


Maurel reports a case of this type recently observed. He has seen several 
in hospital practice. He calls attention to the necessity of rigorous control ot 
the gums when patients are being treated with mercurials. 


DERMATITIS DUE TO JAVEL WATER: SECONDARY ECZEMATIDS OF THE LEGs 
or ALLERGIC OricIn. P. Ravaut and Koanae, Bull. Soc. frang. de dermat. 
et syph. 37:655 (June) 1930. 


By means of sensitization tests, Ravaut and Koang found Javel water to be 
the harmful substance in a dermatitis of the exposed parts. The patient, in 
addition, had lesions of the eczematid type on the lower extremities. These were 
shown to be secondary and probably produced by hypersensitivity of hematogenous 
origin. Thus when Javel water was injected intradermally a focal flare-up of 
the eczematids were obtained. The lesions had the clinical and allergic character- 
istics of those encountered in fungus infections, hence they conformed to so-called 
“id” eruptions. 


ANOTHER CASE OF ERYTHROPLASIA. LousTE, CAILLIAU and RacINE, Bull. Soc. 
franc. de dermat. et syph. 37:663 (June) 1930. 


The authors’ patient was a man, aged 72, who presented a well demarcated, 
shiny, red patch on the penis. He acquired syphilis at 50 and though. insufficiently 
treated, showed no serologic evidence of the disease. Histologic examination of 
the lesion showed early malignant change. The case confirms the fundamental 
role of syphilis in the causation of erythroplasia. 


PLASTIC SURGERY IN Lupus VuLGARIS. LousTE and Tursaut, Bull. Soc. franc. 
de dermat. et syph. 37:671 (June) 1930. 


Louste and Thibaut call attention to the treatment of lupus vulgaris by ablation 
with skin grafting. In the two cases which they report the result was satisfactory. 
Compared to the Finsen treatment or chemical cauterization, the results are much 
more quickly secured and are as constant. 


Favus OF THE TonGueE. P. B. Puorinos, Bull. Soc. frang. de dermat. et syph. 
37:676 (June) 1930. 


In this case, the scalp, nails and tongue were involved. Only three cases of 
favus of the tongue have been reported. 


THE SYNERGISTIC ACTION OF THYROID AND SUPRARENAL AND THYROXIN AND 
EPINEPHRINE ON THE COATS OF ANIMALS. SAINTON, H. SIMONNET and 
P. Barsé, Bull. Soc. frang. de dermat. et syph. 37:681 (June) 1930. 


In a fowl, the authors noted rapid loss of plumage after fairly large doses of 
thyroid and suprarenal. In a rabbit, conjoint administration of thyroxin and 
epinephrine was followed by defluvium and areate and diffuse depigmentation. 





ABSTRACTS FROM CURRENT LITERATURE 709 


COMPARATIVE ACTION OF THYROID ExtTRAcTs OF SIMPLE GOITER AND OF 
HYPERTHYROIDISM ON THE PLUMAGE OF Fowts. P. Sarnton, H. SIMON- 
nEt and P. Barsk, Bull. Soc. franc. de dermat. et syph. 37:684 (June) 1930. 


These investigators employed extracts obtained from human cases of exoph- 
thalmic and simple goiter. Administered to fowls, it was found that the latter 
produced no appreciable effect, while the former caused the same changes as those 
noted after the employment of extracts from normal glands. 


[NHIBITION OF THE ACTION OF THYROID EXTRACT ON THE PLUMAGE OF FOWLS ‘ 
py HEMATO-ETHYROIDINE. P. SAINTON, Bull. Soc. franc. de dermat. et syph. 
37:686 (June) 1930. 


Sainton found that hemato-ethyroidine prevented the action of thyroid 
(defluvium, depigmentation) on the plumage of chickens. 


AcuTE SYPHILITIC NEPHRITIS RAPIDLY BENEFITED BY NEOARSPHENAMINE 
AFTER FAILURE OF OTHER REMEDIES. THEOBALT and LAOUENAN, Bull. 
Soc. franc. de dermat. et syph. 37:696 (June) 1930. 


In this patient, bismuth and mercury produced no effect, but neoarsphenamine 
led to a rapid subsidence of the kidney lesion. The authors think the arsphenamines 
are indicated in syphilitic nephritis in young persons, while often contraindicated 
in older persons with this condition. 


ACQUIRED TELANGIECTASES. J. Nicocas, F. Leseur and P. MicHeEL, Bull. 
Soc. frang. de dermat. et syph. (Reunion dermat.) 37:513 (May) 1930. 


The patient presented small erythematous patches on the hands, arms and left 
flank. These had been present for three years without change. The patches were 
composed of a fine telangiectatic network. The patient had latent syphilis, though 
the authors do not believe that this was responsible for the cutaneous disorder. 


THIRD DEGREE RADIODERMATITIS OF THE LEG: Its PRODUCTION PROBABLY 
FAVORED BY ULTRAVIOLET Licut. J. Gaté and Grraup, Bull. Soc. franc. 
de dermat. et syph. (Reunion dermat.) 37:515 (May) 1930. 


The authors report a case of severe roentgen ulcer and radiodermatitis of the 
leg following combined treatment with roentgen-rays and ultraviolet light. As 
the dose of roentgen rays was not great enough to produce such a disastrous 
result, the authors believe that the simultaneous ultraviolet therapy enhanced the 
roentgen effect and caused the lesion. 


NICOLAS-FAVRE DISEASE IN HUSBAND AND WIFE. GaTE, GIRAUD and VIDAL, 
Bull. Soc. frang. de dermat. et syph. (Reunion dermat.) 37:526 (May) 1930. 


The wife was infected by the husband. The period of incubation was about 
one month. This instance shows the definite venereal transmission of the disease 
which has been disputed by some authors. 


BENIGN INFECTIOUS ANGIOMA. NricoLas, LETARD, MAssIA and LEBeEvur, Bvil. 
Soc. frang. de dermat. et syph. (Reunion dermat.) 37:533 (May) 1930. 


Among a batch of rabbits, the authors found some with small angiomatous 
protruberances on the hind feet. One of the authors, who handled the rabbits, 
developed a similar lesion on the hand. Histologically, animal and human lesions 
were similar and of angiomatous character. The human lesion was excised and 
implanted on the feet of two rabbits, which developed the condition within a week. 
The authors are unaware of previously reported instances of this disorder and 
propose the name benign infectious angioma for it. It has some relations with 
granuloma pyogenicum and Kaposi’s sarcoma. 
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DysKERATOTIC CELLS IN THE NIPPLE ASSOCIATED WITH BENIGN LESIONs. 
G. Massia and J. Rousset, Bull. Soc. franc. de dermat. et syph. (Reunion 
dermat.) 37:544 (May) 1930. 


The authors’ studies showed dyskeratotic cells in this region, resembling those 
found in Paget’s disease. They report two cases in which these cells were noted, 
one of molluscum pendulum and one of von Recklinghausen’s disease. The 
significance of these observations in respect to recently enunciated theories of 
the origin of Paget’s disease is apparent. It calls for a critical scrutiny of the 
evidence supporting the theory of the origin of that disease. Elsewhere, the authors 
have reported the finding of dyskeratotic cells in the galactiferous and sebaceous 
ducts. 


Mo.Liuscum CONTAGIOSUM CURED BY ELECTROCOAGULATION OF A FEw LESIONs. 
L. SPILLMANN, SABOTTIER, WATRIN and CREHANGE, Bull. Soc. franc. de 
dermat. et syph. (Reunion dermat.) 37:625 (June) 1930. 


In this case the lesions had developed as a large confluent placard on the 
forehead. All doubt as to the diagnosis was dispelled by biopsy. Only two 
lesions were coagulated, but the whole mass disappeared soon afterward. 


LICHEN PLANUS OF THE SKIN AND Mucous MEMBRANES WITH A PRIMARY 
PLAQUE. SPILLMANN, Bull. Soc. frang. de dermat. et syph. (Reunion dermat.) 
37:644 (June) 1930. 


The question of a primitive or herald lesion in lichen planus has been under 
recent discussion. For that reason Spillmann reports a case in which a herald 
lesion was apparently present. This lesion occurred on the flank, attained a fairly 
large size and was followed in three weeks by an acute generalized outbreak 


f the disease. 
of the disea MIcHAEL, Houston, Texas. 


PitTyRIASIs RuBRA PILARIS AND Its RELATION TO ALLIED CONDITIONS. A. 
Crostti, Gior. ital. di dermat. e sifil. 71:305 (April) 1930. 


The author has made a thorough study of the cases reported in the literature, 
and particularly of ten cases of his own. From these observations and studies, he 
concludes that pityriasis rubra pilaris is a polymorphous dermatologic syndrome 
which may be acute and fatal or chronic and benign. Sometimes pityriasis rubra 
pilaris may have a close resemblance to certain cases of psoriasis, and possibly 
both diseases are related to a cutaneous mode of reaction which is very similar. 

The resemblance to follicular lichen may be very striking clinically, but 
pathologically the two conditions are easily differentiated, as in pityriasis there is a 
hyperplastic fibrous structure affecting the whole follicle with hyperkeratosis and 
keratolysis, whereas in lichen the condition is more inflammatory, there is a 
lymphocytic infiltrate confined to the upper part of the follicle in its papillary 
portion, and there is more exudation. 

In the acute grave form, the differential diagnosis with lichen ruber Hebra, 
may be very difficult. In fact, sometimes one has to admit the existence of border- 
line cases between the two conditions. The cases of lichen ruber acuminatus Hebra- 
Kaposi come in this category, and it is well to retain this name in the derma- 
tologic nomenclature. 

The pathogenesis and etiology of pityriasis rubra pilaris Devergie are ver) 
obscure. Probably there is a toxic or toxic-infectious factor that acts on the 
endocrinous system. The tuberculous nature of the disease has not been proved, 
and tuberculosis of other organs has been found in only a limited number of 
cases. 
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ETIOPATHOGENESIS OF Lupus EryTHEMATOSUS IN RELATION TO CUTANEOUS 
Reactiviry To Various Stimuti. F. Frarer, Gior. ital. di dermat. e sifil. 
71:341 (April) 1930. 


After discoursing on the different etiopathogenic theories of lupus erythemato- 
sus, the author studies the streptococcic and tuberculous theories in detail. He 
made cutaneous tests in patients with lupus erythematosus, in patients with 
pulmonary tuberculosis in patients with true tuberculosis of the skin and in normal 
subjects. For these tests he used tuberculin, streptococcus, staphylococcus and 
colon bacillus vaccines, peptone, formaldehyde, turpentine, arnica, epinephrine, 
caffeine, morphine and pilocarpine. Tabulating the results, it seems that patients 
with lupus erythematosus and with pulmonary tuberculosis react in a similar 
manner. The author realizes that nothing has yet been proved in this matter, 
and claims no solution of the problem. 


CREATINE AND CREATININE IN SKIN Diseases. P. G. CASTELLINO, Gior. ital. di 
dermat. e sifil. 71:442 (April) 1930. 


Investigations of creatine and creatinine in the urine of patients suffering from 
dermatoses such as lupus vulgaris, mycosis fungoides, erythroderma, arsenical 
dermatitis, psoriasis, eczema, herpes recidivans and pityriasis rosea, showed no 
alterations of -importance. In the acute stage there was sometimes increased 
creatinine. 


Tue Action oF Some ESSENTIAL OILS ON PIGMENTATION. G. Det Vivo, Gior. 
ital. di dermat. e sifil. 71:467 (April) 1930. 


Experiments conducted on nine children and three young men have demon- 
strated that of the essential oils that enter into the composition of cologne water, 
only the oil of bergamot and the oil of cedar are capable of producing pigmentation 
when the skin is exposed to the sun rays. When the normal skin. is rubbed with 
these oils and exposed to the sun, the first phenomenon observed is a slight 
erythema that leaves pigmentation on disappearance. Pigmentation is therefore 
secondary, and may be accompanied by desquamation. 

In two cases of vitiligo in which artificial radiation and cologne water or 
essential oils were used, the results were entirely negative. The experiments 
conducted seem to indicate that the pigmentary dermatosis of E. Freund is due 
to the fact that the essential oils combining with the acids of the sweat secreted 
are decomposed by the sun’s rays into chemical substances that exert an irritating 
or revulsive action on the skin. 


CaviITARY COLLIQUATION IN Kaposi's Sarcoma. L. Narpetui, Gior. ital. di 
dermat. e sifil. 71:481 (April) 1930. 


The author reports a case of Kaposi’s sarcoma and dwells particularly on the 
colliquation of the tumoral nodules which ends in fibrosis. From his histologic 
studies, he concludes that this transformation is due to the sphacelus of the tissues 
with a fibrous terminal reparative process. He has been able to follew this 
evolution clinically and histologically. He has not found the neuromyovascular 
alterations reported by Pautrier and Diss. 


OrGANIC StrRontIUM SALts IN DerMatoLocy. FE. CramBettorti, Gior. ital. di 
dermat. e sifil. 71:507 (April) 1930. 


This is the second article on the experimental use of compound 418 of 
strontium in the treatment of diseases of the skin. Patients who had eczema, 
prurigo, urticaria and other allergic dermatoses were treated with this drug. 
The author concludes that strontium has a slight beneficial action in the afore- 


mentioned conditions. It seems to be a good substitute of calcium salts when the 
latter cannot be used. 
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Urinary ELIMINATION oF BisMUTH, Mercury AND ArsENIC. G. SANTorI, Gior. 
ital. di dermat. e sifil. 71:531 (April) 1930. 


Experimental work in this line was done in 300 cases. The urinary elimination 
of insoluble bismuth salts used in the treatment of patients with syphilis is very 
slow, and it has been found up to eighteen months after the cessation of treat- 
ment. Bismuth is not found in the urine after the oral administration of insoluble 
preparations nor after the external application of bismuth compounds. Mercury 
is also very slowly eliminated when insoluble preparations are used intramus- 
cularly, but more rapidly after the use of soluble salts. When mercury is used 
by inunction, by mouth or by inhalation, it is always found in the urine. The 
arsenical compounds used in the treatment of patients who have syphilis are very 
rapidly eliminated, whether they are administered by intravenous or by intra- 
muscular injection. Three weeks after a course of neoarsphenamine there are no 


traces of arsenic in the urine. V, Passo-Castnta Hevens. Cole 
wy STELLO, . . 


DERMATOFIBROSARCOMA PROTUBERANS. S. C. Beck, Dermat. Ztschr. 59:1 
(July) 1930. 


The difficulty of the proper classification of sarcoma of the skin is discussed. 
The growth described by Darier and Ferrand as dermato fibrome progressive et 
recidivante or fibrosarkome de la peau has been called dermato fibrosarkome 
protuberans by E. Hoffman. Twenty-eight cases have been described on the 
continent. Hertzler, in America, has seen twenty-two similar cases which he 
called fibrosarcomatous tumors of the trunk. A brief clinical history of two 
cases observed by the author is given and the microscopic appearance is minutely 
described. The growths are nodular cutaneous neoplasms, very slow growing. 
Microscopically, they consist of central spindle cells with mucoid degeneration 
peripherally. Beck finds no evidence to consider these growths either neuromas 
or endotheliomas as have some other writers. 


THe INJECTION OF COMBINED ARSPHENAMINE AND MERCURIC CHLORIDE. 
K. H. VouwinkeEL, Dermat. Ztschr. 59:16 (July) 1930. 


Vohwinkel states that in combination with arsphenamine, mercuric chloride may 
safely be given intravenously in much higher doses than alone, up to 0.1 Gm., 
indicating that chemical combination occurs. In the Tubingen Clinic, the first 
treatment in a routine course of antisyphilitic therapy consists of 0.45 Gm. of 
neoarsphenamine to test the patient’s tolerance to arsenic. This is followed in 
two days by a mixture of neoarsphenamine 0.6 Gm. and mercuric chloride 0.04 Gm., 
which is given three times a week for twelve doses. For a woman, the test dose 
is reduced to 0.3 Gm. of neoarsphenamine and 0.45 Gm. plus from 0.02 to 0.04 Gm. 
of mercuric chloride is given subsequently. A rest period of from six to eight 
weeks is allowed between courses. Careful watch for kidney and liver damage 
is stressed. 


3ALANITIS XEROTICA OBLITERANS, STUHMER. H. SPRAFKE, Dermat. Ztschr. 
59:27 (July) 1930. 


The clinical characteristic of this disease is a shrinking of the glans penis 
due to changes in the mucous membrane occurring a number of months following 
circumcision. The first symptoms are a sensation of constriction and pruritus. 
Obstruction of the urethra may occur. It is apparently an inflammatory condition 
leading to hypertrophy of the epidermis and later to atrophy with secondary changes 
in the connective tissue. The similarity to kraurosis and leukoplakia of the glans 
is discussed. A case observed by the author is described with the microscopic 
changes. It differs from others previously reported in that the changes did not 
occur until a year after circumcision. Tavessc, Sen Francisco. 
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RESULTS OF TREATMENT BY AUTOGENOUS GLAND FILTRATE IN HODGKIN’S 
DisEAsE. E. M. HANRAHAN, JR., Ann. Surg. 92:23 (July) 1930. 


Nine patients who had Hodgkin’s disease were treated by Hanrahan by the 
immunologic method suggested by Wallhauser and Whitehead. This treatment 
consists in the frequent administration of small doses of a diluted filtrate, the 
extract of affected lymph nodes. Five patients died of the disease, three of whom 
had transitory remissions. One seemed unaffected by the treatment and returned 
to irradiation. One seemed slightly improved for a time but retrogressed and 
was irradiated. One was apparently unaffected after ten weeks and another after 
six weeks. 


SUBARACHNOID HEMORRHAGE AS CLINICAL COMPLICATION OF NEUROSYPHILIS. 
I. J. Sanps, Arch. Neurol. & Psychiat. 24:85 (July) 1930. 


Two cases are reported by Sands. Subarachnoid hemorrhage complicating 
neurosyphilis is a clinical entity probably caused by rupture of diseased pial 
capillaries or vessels. The underlying pathologic process is syphilitic meningitis 
demonstrated by thickened leptomeninges, infiltration with lymphocytes and plasma 
cells, marked endarteritis of the fine capillaries of the pia and hemorrhage in the 
subarachnoid space. The brain tissue proper shows marked glial reaction and 
syphilitic endarteritic processes in the capillaries. The clinical picture presented 
is that of subarachnoid hemorrhage plus the presence of positive serologic tests. 


EFFICACY OF SULPHARSPHENAMINE IN WASSERMANN-Fast Sypuiis. J. L. 
Grunpb, New England J. Med. 203:76 (July 3) 1930. 


Thirty-two patients with Wassermann-fast syphilis were treated by Grund with 
sulpharsphenamine. In-only one case were the serologic observations favorably 
influenced. The negligible quantity of cases favorably affected is indicative of 
the fact that the change in the one single case was probably coincidental and bore 
no relation to the administered drug. Cutaneous disturbances directly attributable 
to the administered sulpharsphenamine were noted with much greater frequency 
than is customarily apparent in cases treated with other antisyphilitic arsenicals. 
Pain invariably accompanied the intramuscular administration of sulpharsphenamine. 
It was not infrequently severe and enduring. In addition to its lack of effectiveness 
in Wassermann-fast syphilis, the features just mentioned indicate that, if sulph- 
arsphenamine is used at all, it must be with caution and with the awareness of 
its possible untoward effects. 


HYPERSENSITIVENESS TO QUININE. J. F.. Burcess and B. Usner, Canad. M. 
A. J. 23:45 (July) 1930. 


Burgess and Usher believe that an increasing number of cases of mild to 
severe eczema of the face are occurring, associated with and due to a sensitization 
to certain alcoholic after-shave lotions, in some cases necessitating hospital care. 
\ study of 200 persons, as seen in the dermatologic clinic of the Montreal General 
Hospital, showed that an idiosyncrasy to quinine, and therefore to lotions con- 
taining quinine as a denaturant, is not common. A study of specially investigated 
cases of dermatitis from after-shave lotions shows that: (1) persons become sensi- 
tive to alcoholic after-shave lotions by repeated contact over varying periods of 
time; (2) in all cases one ingredient only is the cause of this eruption, namely, 
quinine; (3) in certain cases a general hypersensitivity of the skin would appear 
to be acquired; in a number of cases, again, a local hypersensitivity alone occurs. 
In no case have they been able to show a hypersensitivity to a lotion containing 
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colocynth as a denaturant. On account of the widespread use of alcoholic after- 
shave lotions it is felt that, from the standpoint of public health, the present 
use of quinine in such lotions is to be deprecated, and some other substance should 
be used which does not cause irritative and later eczematous conditions in the skin. 


DEMONSTRATION OF BACILLUS LEPRAE BY MEANS OF CANTHARIDES PLASTER 
AND CARBON DroxIDE SNow. Cu’Uan-Ku ’Er Hu and Jur-Wvu Mu, Nat. 
M. J., China 16:177 (April-June) 1930. 


Hu and Mu produced blisters on the cutaneous lesions of lepers by means of 
cantharides plaster and carbon dioxide snow and examined the serum of the blisters 
thus produced for the presence of Bacillus leprae. For control and comparison, the 
examinations were made in parallel with those of the nasal secretion, lymph 
gland juice and fixed tissues removed at biopsy. Altogether, thirteen consecutive 
cases of leprosy were studied, three of the nodular type and ten of the maculo- 
anesthetic type. All of them were clinically typical cases of leprosy. The dura- 
tion of their manifest infections varied from three months to seven years. The 
acid-fast bacilli were found in the serum of blisters produced by cantharides 
plaster in seven of the thirteen patients examined. Nine showed positive results 
with the serum of the blisters produced by carbon dioxide snow. Four were 
positive by examination of the nasal secretions. Six gave positive results with 
the aspirated lymph gland juice. The juice of the excised tissues from nine 
patients contained acid-fast bacilli in groups or clumps. Ten patients were positive 
for acid-fast bacilli in stained sections of the biopsy tissues. In three, all the 
methods gave negative results. 


AcTIoN OF DyEs. AND DrucGs ON MonrLia Tropicatis. C. E. Lim and T. J. 
KuROTCHKIN, Nat. M. J., China 16:215 (April-June) 1930. 


Several substances have been tested by Lim and Kurotchkin for their fungistatic 
and fungicidal power against Monilia tropicalis, and it was found that, although 
the fungistatic property of gentian violet and brilliant green was high, the fungi- 
cidal power of both dyes was of no practical significance. The fungistatic and 
fungicidal properties of other drugs, as mercurochrome-220 soluble, acriflavine 
hydrochloride, rivanol and neoarsphenamine, were, in general, too low to suggest 
the possibility of therapeutic application of these substances. Intravenous iniec- 
tions of gentian violet, mercurochrome, acriflavine, rivanol, neoarsphenamine and 
immune antimonilia serum could not prevent the development of a fatal mycotic 
septicemia in rabbits experimentally infected with Monilia tropicalis. 


ALOPECIA AREATA: FREQUENCY IN EXOPHTHALMIC GOITER. R. SABOURAUD, 
Presse méd. 38:757 (June 4) 1930. 


According to Sabouraud, alopecia areata occurs in exophthalmic goiter almost 
as frequently as exophthalmos, enlargement of the neck, enlargement of the heart 
and tremor. Although alopecia areata may be absent, just as the other chief 
symptoms are inconstant, it is nevertheless one of the most apparent and most 
frequent of the symptoms of exophthalmic goiter. 


ALopEcIA: ETIOLOGY AND PATHOGENESIS. G. SANNICANDRO, Policlinico (sez. 
med.) 38:298 (June 1) 1930. 


Sannicandro summarizes his observations on eighty patients with alopecia (three 
cases due to seborrhea, four cases of alopecia universalis and seventy-three cases of 
alopecia areata in its various forms). In a number of cases there was a dystonia 
vagosympatica, clearly referable in some instances to thyroid dysfunctioning, as was 
shown by organotherapy. This causal relation was confirmed by the absence in 
the subjects examined of any other morbid symptom discoverable by our means 
of biologic and clinical research. While the lack of therapeutic success from 
the administration of other glandular preparations when thyroid organotherapy 
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failed does not of course exclude the possible importance of the hypophysis, the 
ovary and the suprarenals in the genesis of alopecia areata, it tends to confirm the 
involvement of the thyroid. It would appear that alopecia universalis may be 
due to an acquired syphilitic infection, being a late symptom associated patho- 
genically with dysthyroidism. A few cases of alopecia are doubtless due to a 
congenital spirochetal infection. In three cases of alopecia due to seborrhea, doubt- 
less associated with sexual evolution, no benefit was derived from organotherapy, 
which fact would seem to point to hereditary factors. The primary cause of 
alopecia is frequently syphilis, especially the congenital type, a secondary mechanism 
being of an endocrine (thyroid) or endocrinosympathetic nature. 


THALLIUM ACETATE IN EPILATION TREATMENT OF TINEA IN CHILDREN. 
G. RopricuEz-IzQuIERDO y MATEOs, Arch. espafi. de pediat. 14:129 (Marcn) 
1930. 


Rodriguez-Izquierdo y Mateos used thallium acetate in the treatment of ten 
children, from 2 to 7 years old, with tinea of the scalp. The treatment is simple 
and efficient. Thallium acetate should be kept in a dark place to avoid possible 
deterioration. The dose should be given only once, orally, during fasting. All 
the other known routes of administration of the drug should be avoided, since they 
may cause intoxication. If such phenomena arise, sodium thiosulphate (from 
0.1 to 1 Gm.) should be given. In cases of resistance to thallium compounds, the 
second dose should be given only after an interval of at least a month. The 
elimination of thallium compounds from the organism seems to be especially 
through the urine; therefore the urinary tract should be examined before the drug 
is administered. As soon as the hair begins to fall out (usually two or three weeks 
after the administration of the drug), its removal by mechanical means (such as 
pulling the hairs with the fingers or with a pincette) should be encouraged. The 
child’s head should be washed daily with soap, and then a local application of a 
common antiseptic, such as tincture of iodine, should be made. The thallium treat- 
ment of tinea does not exclude roentgen treatment, which, when properly given, 
is as efficient. The thallium treatment, however, is preferable to the roentgen 
treatment in the case of very young children or children who cannot be kept 
quiet enough for the latter treatment. Besides that, complaints caused by the 
intracranial hypertension, such as cephalalgia, dizziness and vomiting are avoided. 
The roentgen and thallium combined treatment, half of the normal doses being 
given, though not necessary, is advisable because the children receive the advan- 
tages of both treatments without suffering the inconveniences of either; thus, the 
possible intoxication of thallium and the possible dermatitis caused by radium 
are avoided. 


GERMAN MEASLES: ATYPICAL Form. L. O. FINKELSTEIN and R. W. 
SToJANOwsKaJjA, Arch. f. Kinderh. 90:181 (May 24) 1930. 


In a sanatorium for tuberculous children, Finkelstein and Stojanowskaja observed 
an epidemic of a condition that in some of its symptoms differed from any hitherto 
described disease. From Dec. 20, 1927, to April 1, 1928, twenty-eight cases were 
observed, thus proving that the disease was contagious. During this period the 
150 children in the sanatorium were kept in four pavilions, and it was noted that 
nearly all the cases occurred in the pavilion for children aged from 5 to 8 years. 
In the pavilion for children aged from 8 to 11, four cases were noted, and in the 
pavilion for children aged from 12 to 15, only one child contracted the disease. In 
the city near which the sanatorium was located, cases of the disease were not 
observed. The disease was not preceded by prodromal symptoms and the only 
manifestation that was present in all cases was an exanthem. In a few of the 
cases conjunctivitis and rhinitis appeared, but they lasted only two or three days. 
In none of the cases did the temperature rise above 99 F. (the average temperature 
for children in the sanatorium). All the children felt well. The exanthem con- 
sisted of localized patches distributed over the entire body. It appeared first, 
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however, on the face and particularly on the cheeks. During the first twelve hours 
the fact that the exanthem did not involve the region of the nose and lips was 
not so noticeable but during the second twelve hours it was striking, and the 
face resembled the face of a child. with scarlet fever; in some cases in which large 
patches were present it resembled the face of a child with infectious erythema. 
The exanthem spread rapidly, and twenty-four hours from the time it appeared 
the disease picture was complete. The individual skin lesions consisted of patches 
from 3 to 5 mm. in diameter with an irregular serrate margin. In even the most 
severe cases the lesions did not become confluent, and between them there was 
always skin of a normal color. In many of the cases there were also present light 
red patches from 2 to 3 mm. in diameter on the inside of the cheeks and on the 
hard and soft palates. After from twenty-four to forty-eight hours the exanthem 
disappeared, leaving an indefinite pigmentation that lasted for several days. 
Desquamation was not noted in any of the cases. The authors emphasize the fact 
that in all the cases they examined the lymph nodes carefully, but not once did 
they find them enlarged or painful.. Although they at first were inclined to con- 
sider the condition a hitherto undescribed “seventh disease,” they later concluded 
that it was probably a rare form of German measles. 


GERSON DIET IN TUBERCULOSIS OF SKIN AND Mucous MEMBRANES. P. 
WICHMANN, Beitr. z. klin. Tuberk. 73:825 (April 23) 1930. 


Wichmann calls attention to the objectionable features of the Gerson diet in 
tuberculosis of the skin and mucous membranes and reports two cases of lupus 
vulgaris of the skin and mucous membrane of the nose in which, under this form 
of treatment, the condition grew worse and necessitated a return to local treatment. 
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MANHATTAN DERMATOLOGIC SOCIETY 
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March 1, 1930 


Davip L. SATENSTEIN, M.D., Chairman 


RECURRENT ERYTHEMA MULTIFORME. Presented by Dr. GEORGE ANDREWS. 


E. G., a Negro, aged 39, had had recurrent ulcerative lesions in the mouth 
accompanied by bullous lesions on the arms and ears for two winters previous 
to presentation. The attack at the time of presentation had begun three weeks 
previously after the extraction of a tooth. At the time of presentation there were 
ulcerated lesions in the mouth and on the lips, which were swollen. On the tongue, 
the bullae had broken, leaving areas denuded of epithelium, and there were also 
atrophic areas of the tongue, which were possibly the scars caused by previous 
attacks. There were broken bullae on both auricles, and circinate, papular lesions 
and bullae on the backs of the hands. 


DISCUSSION 

Dr. BENJAMIN Ocus: I regard the case as one of syphilis simulating erythema 
multiforme. 

Dr. Lupwic OutMANN: I think that it is a case of erythema multiforme 
probably in a syphilitic patient. 

Dr. Howarp Fox: The fact that this patient has had a previous similar 
eruption favors the diagnosis of recurring erythema multiforme. There is no 
evidence of a chancre and no generalized adenopathy. My opinion is that the 
eruption is erythema multiforme in some respects simulating syphilis. 

Dr. FreD Wise: The sides of the tongue appear to be affected with smooth 
atrophy resembling syphilitic glossitis. The bullous eruption is either erythema 
multiforme or due to drugs taken internally. 

Dr. GEorRGE M. MacKeEeE: I agree with Dr. Wise in the main. The tongue 
seems to show an old syphilitic process. The patient has a triad which is always 
indicative of late syphilis, i. e., smooth atrophy, interstitial glossitis and leukoplakia. 
In addition he has an acute inflammatory condition of the mouth; it is painful, 
and he has a bullous eruption on the hands. It is a drug eruption or erythema 
multiforme, probably the latter. 

Dr. M. B. PAROUNAGIAN: In view of the recurrences, the lesions of the 
mucous membrane of the mouth and of the lips, also the bullous lesions on the 
ears and dorsum of the hand, I favor the diagnosis of erythema multiforme. I 
do not agree with the diagnosis of syphilis. 

Dr. GeorceE C. ANDREWS: The lesions on the tongue began three weeks 
before presentation following extraction of a tooth. The patient said that his 
mouth became normal after the first attack had cleared up a year ago. 

Dr. GEORGE M. MacKEe: These cases of recurrent erythema multiforme of 
bullous type with lesions of the mouth sometimes turn out to be pemphigus. 


Dr. GEoRGE C. ANDREWS: I must apologize for presenting this case without 
having it worked up more thoroughly, but the patient came to the clinic this 
afternoon for the first time. He may have syphilis, but I do not see any definite 
signs of that disease. I cannot make out any thickening of the tongue or other 
evidences of interstitial glossitis, and I do not see any leukoplakia. He certainly 
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has annular and bullous lesions on the arms and ears and ulcerated lesions in the 
mouth which seem typical of erythema multiforme. A Wassermann test was made 
today. He had a similar attack of bullous lesions in the same areas a year ago. 


LICHENIFIED Eczema. Presented by Dr. Joseru J. ELver. 


H. H., a man, aged 30, had had a patch of marked lichenified eczema in the 
popliteal region of the left leg, which had extended upward on the thigh for about 
8 inches (20 cm.) and downward on the leg for about 6 inches (15 cm.). The 
patient had received eight fractional doses of roentgen rays without improvement. 
He had also used various peeling salves and lastly a lotion containing 10 parts 
of resorcinol and 20 parts of salicylic acid in alcohol, which he had also used as 
a peeling agent. There had been no definite improvement. The patient was robust 
and in good health. The results of chemical examination of his blood and all 
other laboratory investigations were negative. The only symptom that the lesion 
had produced had been slight itching. This patient was presented for suggestions 
as to further therapy. 

DISCUSSION 

Dr. Lupwic OuLMANN: I regard this case as one of neurodermatitis with 
overtreatment. The patient ought to be treated with mild remedies at first. 

Dr. M. B. PAROUNAGIAN: I regard the case as parasitic eczema on account 
of scaliness, more or less sharply defined borders and itching. I would suggest 
painting it with chrysarobin, 5 per cent in chloroform, to be followed with suitable 
antiparasitic ointments. 

Dr. Georce M. MacKee: I think this case falls into the category of the 
so-called localized neurodermatitis, or what formerly was called lichenified eczema. 
We have all seen lichenification in cases of dermatophytosis; that is a possibility 
here. Assuming that he has had all the various conventional remedies, i. e., 
roentgen rays and physical or topical remedies of various kinds, and that they 
have failed, we might try some form of protein therapy. As in therapy-fast 
psoriasis, the fastness may be overcome by injections of whole blood or some other 
form of autohemotherapy. Antityphoid vaccine or something of that sort will 
sometimes change the immunologic factor, so that the eruption will respond 
favorably to a few small doses of the roentgen rays or a mild chrysarobin ointment. 

Dr. IsApORE Rosen: I believe the patient is suffering primarily from psoriasis, 
the type that often resembles neurodermatitis. There is a decided secondary 
dermatitis present. I suggest mild therapeutic measures. 

Dr. Max ScHEER: I suggest the treatment used by Lassar, about 10 per cent 
olive oil, rubbed in briskly with a stiff brush. I do not think mild applications 
will have any effect on the dermatitis in this condition. 

Regarding Dr. Rosen’s remarks about psoriasis; psoriasis often simulates neuro- 
dermatitis. In the knees, below the patella, I have seen lesions that looked like 
psoriasis, but that proved to be neurodermatitis. 

Dr. ANDREW GILMOUR: There is acute inflammation preseni, and my treat- 
ment would be to use Lassar’s paste plus 10 per cent phenol as a soothing agent, 
then to apply 10 per cent tar in Lassar’s paste. I think the general condition 
of the patient as well as the local treatment must receive attention. 

Dr. Frep Wise: I would approve of Dr. MacKee’s method of treatment in 
this case. 

Dr. Howarp Fox: I think a thickened lichenified dermatitis like this will 
respond to vigorous treatment. I do not think the patient has had anything pre- 
viously as strong as Dreuws’ ointment. This ointment or a modification of it, 
which I often use, and if necessary cover by oiled silk, ought to clear up this 
eruption without any additional general treatment. 

Dr. H. J. F. WALLHAUSER: In cases of this type, daily applications of glacial 
acetic acid, followed by neutralization with alcohol, are often successful. 
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DERMATITIS MEDICAMENTOSA (PHENOLPHTHALEIN). Presented by Dr. Max 
SCHEER. 


T. M., an unmarried woman, aged 35, a finisher, had an eruption on the left 
leg which had appeared two weeks prior to presentation. She gave no history 
of exposure to cold. She reported that she had taken phenamint biweekly. 

On the inner side of the left leg, a little above but mostly below the knee, 
were large patches of bluish red, some isolated, some confluent. The affected 
areas in places showed definite infiltration and were tender. There was no itching. 
The skin felt cold to the touch. There were no other lesions. The lesion resembled 
pernio. The ingestion of phenamint had been followed in thirty-six hours by 
marked aggravation of the eruption. 


DISCUSSION 
Dr. FreD Wise: I think that this is a phenolphthalein eruption. 


Dr. M. B. PAROuNAGIAN: It does not impress me as a phenolphthalein rash. 
Pernio is the probable diagnosis. 

Dr. Georce M. MacKee: I have never encountered phenolphthalein lesions 
with such deep edema. However, there is no reason why the drug should not 
produce deep edema simulating infiltration. Therefore, I think it is, in all 
probability, a phenolphthalein eruption. 


Dr. IsapoRE RosEN: I would make a diagnosis of erythema pernio. I have 
seen three or four similar cases recently, all in women. The history was the same 
in each instance, namely, the condition appeared following chilling of the body 
after a long drive or walk in the country or an unusually cold day. 

Dr. GeEorRGE M. MacKee: I think the interesting feature is the depth of 
the eruption. As in erythema multiforme and other similar diseases, the reaction 
depends on the depth of the blood vessels affected. If the papillary capillaries are 
affected, the lesion is a macule, papule or vesicle. If vessels lying a little deeper 
are affected, wheals are produced as in urticaria; if vessels lying still deeper are 
affected, nodules are found as in erythema nodosum. This is seen in the erythema 
multiforme group and in iododerma, and perhaps the same phenomenon may occur 
in dermatis medicamentosa due to phenolphthalein. 


Lupus ERYTHEMATOSUS (?). Presented by Dr. JosepH J. ELLer. 


The patient was presented before the Manhattan Dermatologic Society, on 
Oct. 8, 1929. At that time, all the members concurred in the clinical diagnosis 
of lupus erythematosus of the face, lips and mucous membranes, in spite of the 
fact that a microscopic diagnosis of lichen planus was made on the section taken 
from the lesion on the hand. Since then, the patient had been treated by intra- 
venous injections of gold and sodium thiosuiphate. The lesions on the face entirely 
disappeared under the treatment, but the lips had never been free from lesions. At 
the time of the second presentation, the patient exhibited exudative lesions on 
the lips and a patch on the mucous membrane on the cheek near the third molars. 
On account of the exudative eruption on the lips which had persisted in that fashion 
with exacerbations, the presenter had considered the possibility that the eruption 
was erythema multiforme bullosum. There had been no history to point toward a 
drug eruption. 

DISCUSSION 

Dr. Howarp Fox: The eruption appeared to me to consist of crusts; in 
other words, there had been moisture, which is entirely foreign to lupus erythema- 
tosus. I should call this a recurring erythema multiforme. 

Dr. Frep Wise: The differentiation to be considered rests between cheilitis 
apostomatosa and recurrent erythema multiforme. 

Dr. Paut Becuet: I had this patient under observation at the Skin and 
Cancer Hospital a year ago. I made a diagnosis of cheilitis glandularis because 
of the oozing serum; the lips were crusted and stuck together when the patient 
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awoke in the morning. There was no atrophy or dry adherent scales, which might 
have suggested the diagnosis of lupus erythematosus. 

Dr. IsapoRE Rosen: I presented this case before this society some months 
previously, with the clinical diagnosis of lupus erythematosus and a microscopic 
diagnosis of lichen planus. I still believe that the patient is suffering from lupus 
erythematosus. The lesions on the lip with the uniform involvement of the entire 
vermilion border, the firmly adherent scales, the absence of bullous lesions, the 
resistance to treatment and the persistence in the same location without periods 
of remission substantiate that diagnosis. 

Dr. GeorcGeE M. MacKee: I think that the appearance of the lips suggests 
cheilitis. However, cheilitis does not extend all the way back to the molars. The 
patient has inflammation of the mucous membranes of the cheeks extending to the 
last molars. That rules out cheilitis. The white areas in the mouth are reticulated, 
and there are small annular lesions. That fact and the fact that she had a lesion 
on the hand which microscopically resembled lichen planus compel us to consider 
the possibility of lichen planus. Furthermore, lichen planus of the mouth is very 
recalcitrant. On the other hand, the mouth is very painful. In my experience 
lichen planus of the mouth is not painful; the subjective symptoms are nil. That 
would tend to rule out lichen planus. The fact that the patient had lesions on 
the hands and a recurrent eruption in the mouth and on the lips suggests erythema 
multiforme of the iris type. Lupus erythematosus certainly can give us this picture, 
and I cannot rule out this disease in this patient. We have, therefore, several 
diseases to consider. I am in doubt about the diagnosis. Further study is necessary 
before a definite diagnosis can be made. 

Dr. Howarp Fox: I should like to ask Dr. MacKee if he would still consider 
lupus erythematosus as a possible diagnosis if it were positively known that the 
eruption was at times vesicular. 

Dr. Georce M. MacKee: I doubt the vesicular lesions, but if they were 
present the case would not be solely lupus erythematosus. 

Dr. H. J. F. WattHauserR: On account of the white-capped erythematous 
areas along the line of the teeth, I would add that Vincent’s angina should be 
considered. 

Dr. Howarp Fox: I cannot agree with Dr. Wise in his conception of cheilitis 
glandularis. This type of inflammation of the lip is rare, judging at least by the 
few cases that are reported. One of these was reported by myself. A charac- 
teristic feature is the secretion of excessive sticky mucus from enlarged openings 
of mucous glands, causing the lips to stick together, especially after a night's 
sleep. Crusts do not form as in this case. 

Dr. Josern J. ELLER: There is an article by Ramal in the January issue of 
the British Journal of Dermatology, in which there is a photograph of lesions 
of the lip diagnosed as erythema multiforme by the author, and in which inocula 
tions into guinea-pigs produced tuberculosis. The picture of the lips of my patient 
simulates the lesion seen in the lips of Ramal’s patient. Ramal in his article 
states that he believes that certain cases of erythema multiforme bullosum and 
lupus erythematosus are very closely related. Perhaps my patient fits into the 
type of case described by that author. 

Dr. BENJAMIN Ocus: I have a patient now, the mother of a doctor, whose 
lips are stuck together every morning. If one presses the lips hard, mucus can 
be forced out. 


CHANCRE OF THE CHEEK. Presented by Dr. M. B. PAROUNAGIAN. 


J. B., a man, aged 21, was seen on March 5, 1920, at which time he presented 
a well marked indurated lesion on the left side of the cheek, which was of six 
weeks’ duration. - On Feb. 28, 1930, the patient’s Wassermann reaction was 4 
plus. Even though the lesion was covered with mercurial ointment when first 
seen, dark-field examination made at the clinic showed numerous Spirochaetae 
pallidae. The patient also showed secondary skin manifestations. The lymphatics 
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at the left angle of the jaw were swollen. The patient believed the lesion was 
caused by the removal of an ingrowing hair by a barber. 


EpITHELIOMATOSIS CuTIs. Presented by Dr. Howarp Fox. 


J. H. C., a business man, aged 54, had suffered from the eruption for twenty- 
five years. It consisted of round and oval plaques, with delicate, slightly raised, 
waxy borders and rough, scaly centers, with occasional bleeding. There were 
eighteen lesions on the back, chest, arms and hand, which varied in size from 
that of a dime to that of a plaque 2 inches (5 cm.) in diameter. There were also 
numerous seborrheic keratoses on the back and the chest. There had been no 
treatment. The patient was well nourished and in excellent health. 


KeLorip FoLttow1nc Hot WaTER Burn. Presented by Dr. Joun F. FRASER. 


A. D., an Italian American-born school girl, aged 16, had a keloid the size 
of a 25 cent-piece in the center of the anterior part of the chest. It was elevated 
about one-fourth inch. The cause was scalding with hot water; the duration was 
four months. The patient was referred to the roentgenologic department for treat- 
ment with the roentgen rays. She was sent back to the dermatologic department 
with a note saying that the case was not suitable for roentgen treatment. The 
patient was presented for therapeutic suggestions. 


DISCUSSION 


Dr. GeorGeE M. MacKee: I think the therapeutic method of election is 
treatment with the roentgen rays or radium. I think it will be possible to flatten 
the lesion even with the skin by means of either agent. A quicker result can be 
obtained by leveling the lesion with a scalpel under local anesthesia of procaine 
hydrochloride followed by treatment with the roentgen rays. The result would be 
the same, and less irradiation would be necessary. I think in this case we can 
get an excellent result with the roentgen rays alone without operative treatment. 
I think it would require about four subintensive doses (three-fourths erythema dose) 
once a month or weekly fractional treatments over a period of about three or four 
months. Filtered radiation is preferable. 

I am of the opinion that the roentgen rays alone would give a good result, 
because the keloid is recent; the more recent the keloid, the better and quicker 
is the result. : 

Dr. Howarp Fox: I agree with Dr. MacKee that this is an especially 
suitable case for roentgen therapy. The younger the keloid, the more amenable 
it is to such treatment. 

Dr. Frep Wise: I agree with Dr. MacKee. I believe the presence of the 
dilated vessels is no contraindication for roentgen or radium therapy. 

Dr. Max ScHEER: Has any one seen a keloid disappear spontaneously ? 
A colleague told me that he had multiple keloids which had disappeared 
spontaneously. 

Dr. GeorGE M. MacKee: I think only hypertrophic scars disappear 
spontaneously. 

Dr. M. SuLzBERGER: How can one distinguish clinically and histologically 
between hypertrophic scars and keloids? 

Dr. GeEorGE M. MacKee: A hypertrophic scar is what the name implies, 
usually hypertrophic because of tension. It is not elevated more than one sixth 
or one eighth of an inch above the surface of the skin. This case, I think, is 
too vascular, too oval and too much elevated to be anything but a true keloid 
of secondary type. There are large veins coursing through the lesion, afid there 
is marked elevation where there has been no tension. 

Dr. Davin L. SATENSTEIN: An important point in the differentiation is the 
absence of elastic tissue fibers in scar tissue. As far as treatment is concerned, 
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I think the process could be hastened and good clinical results obtained if the 
keloid is excised. With the first signs of keloid formation in the scar, the roentgen 
rays should be used. 

Dr. Howarp Fox: It is often poor policy to excise a keloid. Theoretically 
it is proper, but the results, as in a recent case of mine, are often worse than 
the original defect. 

Dr. Joserpn J. Etter: During the past two years we have treated several 
patients with young keloids and young hypertrophic scars, and have found that this 
type of lesion responds very well to an erythema dose of the Grenz rays. Does 
Dr. MacKee treat this type of case with the soft beta rays of radium? 

Dr. GEORGE M. MacKeeE: Yes, I have used the beta rays in this type of 
case, but the results are not very good when the lesions are so thick. The beta 
rays have a very superficial action, and so much treatment is required to destroy 
the lesion that undesirable sequelae are likely to result. The Grenz rays are 
less likely to produce sequelae than beta rays, the roentgen rays or gamma rays. 

Regarding excision, the method is good, but it is somewhat risky, because 
even though one follows the excision by roentgen therapy, the roentgen rays are 
not prophylactic against keloid formation. Dr. Satenstein said that it would be 
better to wait until there is evidence of keloid recurrence and then to irradiate, 
which is the correct procedure. Primary union is obtained. This may be fol- 
lowed by hypertrophy, which is immediately reduced by irradiation, but the ulti- 
mate scar is wide and long, and the stitch holes show. This is likely to be very 
conspicuous and disfiguring. In this case, I believe the best results can be 
accomplished by the judicious use of the roentgen rays alone. 

Dr. Max ScHeer: Are the roentgen rays filtered? 

Dr. Georce M. MacKee: I believe a filter is indicated, and this may be 
1 or 3 mm. of aluminum. 


RECURRING ANNULAR PAPULAR SYPHILID. Presented by Dr. Howarp Fox. 


J. G. M., a man, aged 27, had first been observed on Dec. 22, 1927, at which 
time he presented a lenticular papular eruption of seventeen days’ duration affect- 
ing the face, hands and penis. There was also a penile chancre, which was nearly 
healed. He had been given four intravenous treatments of unknown nature. 
The Wassermann test was positive. He had been given a course of treatment 
by neoarsphenamine (six) and salicylate of mercury (twelve injections), after 
which he had disappeared from observation for a year. He then returned, pre- 
senting a sparse eruption on the trunk which looked like a guttate psoriasis. 
Later it appeared on the face and assumed a typical lean ham color and circinate 
configuration, the papules enlarging to form elevated rings with hyperpigmented 
center. The Wassermann test was again strongly positive. The eruption was 
of interest because of the well marked annular character not often seen in white 
persons, and because of its recurrence. 
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PERIPHLEBITIS NODULARIS NECROTICANS. Presented by Dr. Josepu J. ELver. 


A. M., a man, aged 20, was presented at the February, 1930, meeting of the 
New York Dermatological Society by Dr. MacKee. 
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DISCUSSION 


Dr. Davip L. SATENSTEIN: There has been considerable discussion concerning 
the differentiation between erythema induratum and periphlebitis nodularis 
necroticans. In Bazin’s disease one finds tubercles plus inflammatory process with 
or without necrosis or granulation tissue, depending on the stage of evolution. In 
periphlebitis nodularis necroticans, there is necrosis of the vessel wall and of the 
surrounding tissue and cellular infiltrate. There is no suggestion of tubercles. 
The observations corresponded to those reported by L. Phillippson in 1901 (Arch. f. 
Dermat. u. Syph. 55:215, 1901) under the title of “Periphlebitis Nodvlaris 
Necroticans.” I was not the originator of this clinical name. 

Dr. WALTER J. HIGHMAN: Were the infiltrations only around the veins? 

Dr. Davip L. SATENSTEIN: I could not differentiate. 


Dr. WALTER J. Hicuman: If Dr. Satenstein could not determine whether 
the infiltrations were around veins or arteries, the term periphlebitis obviously 
fails in accurate descriptiveness. Whether the condition is histologically different 
from erythema induratum, Bazin, is another matter, but certainly the term spon- 
sored by Dr. Satenstein’s observations is absurd. There certainly is necrosis, so 
that that part of the term is satisfactory. But the term as a whole is idiotic, 
whoever originated it. One might say “peri- something” around all the vessels, 
but which ones are really affected, cannot be stated clinically. 

A positive and invariable identification of Bazin’s syndrome with tuberculosis 
is still open to question. What is known clinically as erythema induratum, Bazin, 
often has the histologic structure of tuberculosis, but in the same patient in one 
lesion the characteristic changes are absent. Because it was not found in the 
lesion examined in this patient does not prove that it would not be found in 
another lesion. I think in this discussion we have the pseudophilosophy Moliére 
referred to in his play many years ago entitled “Les precieuse ridicules.” 

Dr. A. B. Cannon: I think that if one could definitely establish the diagnosis 
of erythema induratum for a man it would be interesting. As you know, the 
condition is rarely found in males. I have records of only three cases occurring 
in men, one of whom is now attending the Vanderbilt Clinic. I heard two weil 
known dermatologists say that they had never seen erythema induratum in a man. 

Dr. Max SCHEER: Periphlebitis nodularis necroticans, I believe, can be looked 
on as a pathologic, and to a less extent as a clinical, entity. This condition was 
described by Phillippson, Whitefield, Galloway and others. 

Dr. FrEp WisE: It would be rather interesting to elicit opinions as to the 
clinical diagnosis in this case, disregarding the histologic observations entirely. 
The lesions occur in a young man on the anterior surface of the legs. In Bazin’s 
disease the usual location is on the calves of the legs of young women. Personally, 
I have never observed a typical erythema induratum in a male subject. 

Dr. WALTER J. HiGHMAN: How about saying you do not know when you do 
not know? We do not think this is a case of erythema induratum, Bazin. I do 
not believe in giving it another name on the basis of histologic observations that 
do not justify it. The patient certainly has not tuberculosis as shown clinically 
and histologically, as Dr. Wise pointed out. The point is the folly of covering 
ignorance of fact tentatively by a designation that explains nothing. 

Dr. Davip L. SaTENSTEIN: I do not agree with the statement that two 
entirely different histologic observations from two similar lesions, with the same 
clinical diagnosis, are possible. The difference will depend on the stage of evolution, 
but basically they will be the same. 

Dr. WaLTeR J. HicumMan: If you take one lesion from a patient with 
erythema induratum, Bazin, you might find the structure of tuberculosis and of 
an ordinary inflammation in the same specimen, indeed in the same section. That 
is SO typical of ail tuberculosis. In cases that are clinically erythema induratum, 
Bazin, you may find tuberculous structures in some and not in others. 
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Dr. Davip L. SATENSTEIN: That proves that a clinical diagnosis of erythema 
induratum, as shown by the microscopic observations, is not always correct; that 
other conditions would simulate it. We did not have the opportunity to study the 
lesions at their onset, so we cannot state whether they began in the veins or 
in the arteries. Phillippson was of the opinion that they began in the veins. His 
observations have been corroborated by other physicians, as reported in the 
literature. 

Dr. Ray H. Rutison: It may be of interest that some time ago I asked 
Dr. MacKee to let me test this patient with old tuberculin and with avian and 
bovine serums. The tests, while not very definite, suggested the possibility of 
the condition being avian. Later I took a specimen of blood over to Dr. Doan, 
at the Rockefeller Institute, who did the new precipitant tests for the three forms 
of tubercle infection. His results gave relatively positive human reaction and 
relatively negative avian reaction. My skin tests are not supported by his observa- 
tions. Dr. Doan has since repeated his tests without getting a positive avian 
reaction. 

Dr. JosepH J. ELLER: I should think that the important thing here is that 
there are perhaps two different types of this condition, one a true tuberculosis 
and the other a nontuberculous type. 


XANTHOMA TUBEROSUM MULTIPLEX AND ACROMEGALY. Presented by Dr. Lovuts 
TULIPAN. 


N. N., an Italian, aged 33, in March, 1929, noticed many small yellowish 
nodules on the arms and forearms. Six weeks later, following a diet for two 
weeks in a hospital, these disappeared. A few weeks later, the small tumors 
reappeared in greater number than originally, and involved not only the upper 
extremities, but also both thighs and knees. The patient thought that some of the 
lesions had gradually disappeared spontaneously, new ones, however, appearing. 
About March, 1929, the patient developed polydipsia, drinking from 4 to 5 gallons 
of liquid daily, and polyuria. He also had lost about 20 pounds (9 Kg.) in 
weight in the past year. He had complained of weakness, especially of both 
upper and lower extremities, which had been most marked in the few weeks prior 
to presentation. He could not recall exactly when his feature had begun to look 
coarse. 

On physical examination, the patient presented a characteristic acromegalic 
appearance, with enlarged skull and lower jaw, spade hands, etc. Neurologic 
examination revealed absent deep reflexes with a negative Babinski sign; -there 
were no visual field defects on gross tests. On the skin of the upper and lower 
extremities and the back of the neck were discrete, moderately firm, pinkish- 
yellow nodules, ‘varying in size from that of a pinhead to that of a pea. 

Roentgenograms of the skull showed an increase in the size of the sella turcica 
and definite erosion of the anterior and posterior clinoid processes. Roentgenograms 
of the hands showed changes characteristic of acromegaly. 

The urine showed sugar up to 5.5 mg. per hundred cubic centimeters on many 
occasions, with the occasional presence of acetone and on one occasion aceto-acetic 
acid. Resting blood sugar was 364 mg. and cholesterol, 500 mg. The patient had 
been given from 40 to 45 units of insulin daily without completely rendering the 
urine free from sugar. 

DISCUSSION 

Dr. Max SCHEER: Why was this not called xanthoma diabeticorum? 

Dr. HERMAN SHARLIT: One cannot be certain that this patient has diabetes, 
in spite of the presence of hyperglycemia and glycosuria. Pituitary disease with 
acromegaly can give such a blood and urinary picture, and this patient is suffering 
from this type of pituitary disease. 

Dr. Max SCHEER: I have always found it easy to distinguish between the 
two clinical types. In xanthoma diabeticorum, nodules are numerous, small and 
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reddish yellow, with a whitish top giving the appearance of pustules; they are 
harder than xanthoma tuberosum nodules. They may be quite tender. 


Dr. Lours TuLrpaAN: The question is whether or not there is true diabetes. 
Some work has been done by Cushing and Davidoff in cases of acromegaly with 
a typical picture of diabetes, which at autopsy showed no pathologic process of 
the pancreas. It is impossible to make a definite diagnosis of diabetes in this case. 
Whether or not there is only glycosuria due to pituitary involvement, it is impossible 
to say. 

Dr. Oscar L. Levin: I do not see how any one could make a positive diag- 
nosis of xanthoma diabeticorum on mere examination of the skin. Cases are often 
seen that show an increased amount of sugar in the blood and high cholesterol 
content with lesions such as those presented in this patient. On the other hand, 
similar lesions of the skin are frequently observed without any apparent abnormal 
blood chemistry. 

Dr. SIGMUND POLLITZER: The diagnosis of xanthoma diabeticorum is purely 
clinical; it is based on the appearance of the lesions. A diagnosis of xanthoma 
diabeticorum is made when the lower part of the nodule and the area around 
the base are vividly red and the top is bright yellow—the lesion looking like a 
pustule. When this appearance exists, a diagnosis of xanthoma diabeticorum is 
made without any other examination of the blood, etc. That disease of the skin 
is differentiated from xanthoma tuberosum by the readiness with which it dis- 
appears, the entire lesion involuting when the patient is placed on an antidiabetic 
diet. Almost invariably the lesions disappear promptly, but reappear when the 
patient does not observe the diet. 

It is true that there are cases of xanthoma in people who do not have diabetes. 
Some of the lesions in these cases are distinctly reddish at the bases, but not all 
of them have that appearance; we do not know why. I reported a case of this 
kind twenty-five or thirty years ago in the British Journal of Dermatology. The 
diagnosis of xanthoma diabeticorum is readily made from the external clinical 
appearance of the lesions. 


TERTIARY SYPHILIS (GUMMA). Presented by Dr. Et1as W. ABRAMOWITZ. 


M. H., a man, aged 64, from the Post-Graduate Clinic, was presented before 
the Section in January, 1930. Since then he had received twelve injections of 
bismuth and two of arsphenamine, also iodide by mouth. There had been some 
improvement in the Jesion, which was situated in the right sternoclavicular region. 
The Wassermann reaction was negative. The microscopic diagnosis was 
tuberculosis. 

DISCUSSION 

Dr. SIGMUND POLLiTzER: This is an extremely interesting report. The case 
suggests a malignant growth. It was reported histologically as tuberculosis, and 
it has yielded to antisyphilitic treatment; rather a mixed affair, I should say. 
When the patient was previously presented, I was of the opinion that the condi- 
tion was a neoplasm, and I have not changed my mind about it. 

Dr. Davin L. SATENSTEIN: I often wonder what is meant when a report 
is given that the patient is improved. In this particular instance, I do not agrec 
with the presenter that the patient’s condition has changed much. The ulcerated 
zone is cleaner and less in extent; the tumor mass is as large, if not larger, than 
it was; the general condition is almost as bad as it was. 

Dr. Davip BLtoom: I agree with Dr. Satenstein that there does not seem 
to be much improvement. But even some improvement would not speak against 
tuberculosis, as frequently enough we see tuberculous lesions of the skin improve 
after administration of arsphenamine. 

Dr. Davip L. SATENSTEIN: The patient gives an indefinite history of a 
possible chancre twenty-five years ago; otherwise the history is of no value. The 
Wassermann reaction is negative. Practically no response has been obtained from 
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intravenous antisyphilitic therapy. The microscopic observations correspond to 
the usual observations of tuberculosis. We are told that there has been a response 
to treatment. Possibly so, but that is due to the mild tonic value of the medication. 
Taking all these data together, I do not agree with the diagnosis of syphilis, but 
favor the diagnosis of tuberculosis. 

Dr. Erias W. ABRAMOwITZ: This patient was presented two months ago. 
The question arose then as to whether the condition was malignant, or whether 
it was tuberculosis or gumma. At that time we were afraid to give more intensive 
antisyphilitic treatment because the patient was 54 years old and in poor physical 
condition. He received two injections of neoarsphenamine (0.2 Gm.) and two 
of mercuric chloride (supposedly of 1 Gm. each). Dr. Rosen advised mixed treat- 
ment and injections of bismuth, and there has been improvement since then. The 
microscopic picture was characteristic of tuberculosis, but we know there are 
tertiary syphilitic lesions that sometimes cannot be distinguished microscopically 
from tuberculous lesions. I am inclined to believe this to be so. Very recently, 
Rost expressed himself on this point. He says that the histologic structure of the 
tubercle is found in other chronic infections, such as leprosy, glanders, syphilis, 
sporotrichosis and foreign body tumors (Rost, G. A.; Keller, P., and Marchionini, 
A.: Diagnose und Therapie der Haut Tuberculose in der Praxis, Leipzig, J. A. 
Barth, 1930). This may be true in this case. 

In view of the fact that there has been improvement under mild antisyphilitic 
treatment, we have some right to assume that the patient has a tertiary syphilitic 
ulceration in this area, especially since this is a classic location for lesions of 
this, iype. Besides that, there is a history of a chancre. We have obtained no 
definite information as to whether he had any treatment previously or any previous 
eruptions. 

We are going to take another section from the raised granulomatous area to 
see what that will show, and whether the observations will agree or disagree 
with the microscopic report obtained before. 


DERMATITIS EXFOLIATIVA (SECONDARY). Presented by Dr. HERMAN FEIT. 


I. C., a man, aged 35, born in Russia, had first been seen at the Vanderbilt 
Clinic on Jan. 21, 1930, at which time he had a generalized eruption which had 
been present for six years. The patient stated that the condition had begun with 
a generalized psoriasis for which he had received roentgen and ultraviolet light 
therapy. Following an application of chrysarobin ointment, the patient had been 
hospitalized at Mount Sinai Hospital. He had since received numerous intravenous 
injections. 

On examination the entire skin surface was markedly reddened, thickened and 
infiltrated and covered with fine, thin, yellowish scales, especially over the extrem- 
ities. The palms and soles were markedly hyperkeratotic, the soles almost ver- 
rucous. All the nails were involved, showing dystrophy, thickening and softening. 
On the left large toe was an ulceration the size of half a dollar, which had been 
present for about a month. This lesion was covered by granulation tissue and 
exuded a purulent secretion. The right femoral gland was large, hard, indolent 
and movable. 

The patient had been given injections of sodium thiosulphate, and bland oint- 
ments had also been prescribed. When the patient was seen on Feb. 25, 1930, 
he showed marked improvement and there was less itching. 

Examinations of the blood made on Jan. 1, 1930, showed: sodium chloride, 
412.1 mg. per hundred cubic centimeters; sugar, 92 mg.; bile, 6.92 mg.; urea 
nitrogen, 9.35 mg.; uric acid, 4.3 mg.; Jan. 23, 1930, sodium chloride, 471 mg.: 
sugar, 119 mg.; urea nitrogen, 7.94 mg.; uric acid, 5 mg. On Feb. 13, 1930, 
sodium chloride was 437.7; sugar, 111.2; bile, 12.29; urea nitrogen, 9.80, and uric 
acid, 4.05. The blood count on Jan. 23, 1930, showed: hemoglobin, 84 per cent. 
red blood cells, 5,216,000; white blood cells, 11,500; polymorphonuclears, 65 per 
cent; small lymphocytes, 33 per cent; large lymphocytes, 10 per cent, and transi- 
tionals, 1 per cent. The urine examination was negative for albumin. 
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Examination for arsenic determination in the blood showed 1.14 mg. of arsenic 
per hundred grams of dry skin specimen; arsenic in the blood, 0.06 mg. 

A section of the skin showed hyperkeratosis, and parakeratosis with edema 
of the epithelium, which was markedly hypertrophied, with superficial blood vessels 
dilated and apparently increased in number. There was a superficial inflammatory 
reaction, consisting of lymphocytes, plasma cells and fibroblasts. In the papillary 
layer of the corium were superficial reticulae. The section showed chronic 
erythroderma of a desquamating type. 


Leprosy. Presented by Dr. B. LApowskI. 


M. B., a man, aged 22, single, born and reared in New York City, said that 
there had been nothing in his past history of importance. The patient had always 
lived in New York except, during the years from 1924 to 1927, when he had 
attended college in Alabama. During this period, he had traveled through the 
neighboring southern states. There was no history of prodromal symptoms of 
the onset of the trouble or of any nasal discharge. There were no symptoms sug- 
gestive of the involvement of the upper respiratory tract. The patient claimed that 
the eruption had begun three years previously with red patches on the lower 
part of the abdomen, which had remained to the time of presentation. During 
the following two years, the condition spread to the locations shown at the time 
of presentation. It was markedly pruriginous at times. He had had no treatment. 
\t the time he was shown, some of the lesions were erythematous and some were 
brownish patches. The lesions were located on the upper part of the arms, trunk 
and thighs and behind the knees. 

The lesions presented a mixture of erythematous and leukodermic areas and 
more or less pigmented spots in patches, with a dappled appearance. There were 
no areas of anesthesia. Both ulnar nerves were palpable and painless, in the form 
of a cord. The axillary and inguinal glands were palpable; the mucous membranes 
were normal. The ears and testicles were normal. 


DISCUSSION 
Dr. FRED WIsE: I agree with the presenter’s diagnosis, but I should like to 
have a confirmation of that diagnosis based on a histologic examination. The 
patient has no thickening of the skin of the eyebrows or ear lobes. There are 
no areas of anesthesia; there is an absence of atrophy of the muscles of the hands. 


MELANOMA. Presented by Dr. ADOLPH ROSTENBERG. 


An insurance broker, aged 38, said that his father had died of old age and 
his mother of a tumor of the spleen. The patient attributed the beginning of 
his trouble to a blow on his leg, which had caused an insignificant hematoma. He 
said that he had never had a nevus in that region. Soon after the injury he 
had sustained in October, 1929, a tumor developed, which had slowly grown in 
size. The patient consulted his family physician a month before presentation. He 
then showed in the middle of his left leg a globular tumor the size of a small 
orange, rather hard in consistency, partly red and partly grayish black. There 
was a decided adenopathy in both inguinal regions and a number of metastatic 
tumors, some located in the supraclavicular regions, one about the size of a walnut 
on the right cheek and some smaller ones on the scalp. The scalp showed a 
diffuse melanotic discoloration. 

The Wassermann reaction was negative. Roentgen examination of the chest 
revealed nothing abnormal. The blood picture showed hemoglobin, 80 per cent; 
erythrocytes, 4,700,000; leukocytes, 11,200; basophils, 2 per cent; lymphocytes, 
40 per cent, and monocytes, 2 per cent. 

The patient had since received an erythema dose of filtered roentgen ray over 
the tumor of the leg and several metastases, with the result that the large tumor 
on the leg and also most of the smaller ones had completely disappeared. The 
pigmented area on the scalp had considerably faded and had partly disappeared 
without local treatment. 
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DISCUSSION 

Dr. GEorRGE A. WyetuH: Dr. Rostenberg was good enough to let me see 
this patient with him. Clinically, the condition was melanotic sarcoma with 
metastases, one of the most extraordinary cases I have ever seen. 

Dr. Lupwic OULMANN: These cases react favorably to roentgen therapy and 
other treatment. I presented a patient who had been advised to have his arm 
amputated. He took a quack treatment method. The lesion disappeared temporarily, 
but two years later he was dead from metastases. 

Dr. ADOLPH ROSTENBERG: This case looked hopeless, but, urged by his 
physician, we gave the patient one filtered erythema dose divided into three treat- 
ments, using MacKee’s formula—7 inch spark gap, 5 milliamperes, 10 inches 
distance, with a 3 mm. aluminum filter. 

I do not believe the man is entirely cured. But for the present, it is amazing 
to see him responding so rapidly. I never saw a melanosarcoma disappear under 
any treatment. 

Dr. GEORGE A. WyeEtH: I do not believe the man is cured, but I am surprised 
that he has responded so favorably to treatment. It is doubtful if any other treat- 
ment would have produced such an excellent result. 

Dr. JosepH J. ELLER: On account of the rapidity with which the lesions 
responded to the roentgen rays, I suspect that the condition might possibly be a 
lymphosarcoma and not a melanosarcoma. 

Dr. HERMAN SHARLIT: I should be interested to know what is the differ- 
entiation between melanosarcoma and melanocarcinoma. 

Dr. FRANK FRASER: Melanocarcinoma is used to designate malignant pig- 
mented tumors that presumably have their origin from epithelium, and melano- 
sarcoma, malignant pigmented tumors that arise from mesenchymal cells. Masson 
has done an excellent piece of work in support of the view that these tumors arise 
from special nerve terminations, viz., the end-plates of Merkel, Ranvier and tactile 
corpuscles. If Masson’s theory is correct, and it has been accepted by eminent 


oathologists, malignant melanoma would appear to be a better designation than 
either of the other terms. 


EPITHELIOMA FOLLOWING LoNG ExposurE To O1L. Presented by Dr. Joseru 
J. Evver. 
M. O., a man, aged 67, was previously presented before the Manhattan Derma- 
tologic Society at the meeting in February, 1930. The microscopic examination 
showed both basal cell and squamous cell epithelioma. 


DISCUSSION 
Dr. FRED Wise: This is a rather interesting case. The man said that a 
number of the employees in the same factory had similar lesions. He had been 
accustomed to hold his arms and hands in oil, gasoline and various forms of 
crude oil at times during the day, and had a number of keratoses telangiectases 
and epitheliomas that were well developed. Some of the last had been removed 
surgically. 


ERYTHEMA ANNULARE CENTRIFUGUM (DARIER). Presented by Dr. FRED WISs! 


H. K., a man, aged 26, from the New York Post-Graduate Skin Clinic, showed 
lesions on both flanks and the left inguinal region. There were four palm-sized, 
sharply defined polycyclic lesions. The lesions had a slightly raised, smooth, 
erythematous border about one-eighth inch (1 cm.) in width. Inside of the border 
was an area about twice as wide, which was flat and erythematous, the erythema 
fading gradually into almost normal skin in the center of the lesions. The lesion: 
in the left groin showed definite scaling inside of the raised erythematous border 
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RapiuM Dermatitis. Presented by Dr. Joserpn J. ELLER. 


E. L., a woman, aged 56, married, had attended the New York Post-Graduate 
Hospital Clinic. For the past three and one-half years the patient had had a 
telangiectatic, erythematous patch with ulceration on the lower part of the abdomen 
over the pubic area. 

The history was that in December, 1922, the patient had been given her first 
treatment with radium by surface application. She also had had a metal tube with 
radium placed in the uterus. She had eight radium packs applied externally 
and two internal applications. Before the completion of the treatment a sore had 
developed with a crust, and following that an ulcer had appeared, which was 
present at the time of presentation. 


LicHEN PLaNnus (?). Presented by Dr. Max SCHEER. 


A. L., a woman, aged 50, married, had been troubled for the past four years 
with white patches in the mouth which had been somewhat sensitive to hot and 
spicy foods. The right side of the tongue and the mucous membrane of the right 
cheek presented a lacelike white eruption. The appearance was similar to that 
of thrush, but the microscopic examination was negative. A biopsy had been 
performed, but the slides had not been examined. 


DISCUSSION 

Dr. FRED Wise: The patient was carefully examined by several physicians, 
and no definite clinical diagnosis was made. The suggestion of most of the 
physicians was lichen planus, but there is no true reticulation on the tongue, which 
points against that diagnosis. The white membrane can be lifted off with a knife; 
that also is against lichen planus. Three microscopic examinations were negative. 

Dr. Max SCHEER: The appearance of the lesion is not that of leukoplakia. 
In favor of moniliasis is the fact that it is possible to remove some of the white 
eruption on the tongue, but only a slight amount can be removed with difficulty. 
Moreover, repeated examinations for Monilia were negative. 

I prefer by exclusion to consider the condition lichen planus. While the reticula- 
tion is not striking, it seems from the reported cases in the literature (Trautmann: 
Krankheiten der Mundhohle) that reticulation of lichen planus lesions on the tongue 
is uncommon, the reverse of what we find on the buccal mucosa. 


\NGIOMA CAVERNOSUM. Presented by Dr. FRANK C. COMBEs. 


M. S., a woman, aged 27, presented a deep-seated cavernous angioma occupying 
most of the left thigh and leg. No treatment had been given. Injections of 
sodium salicylate into the blood vessels had been advised. 


LicHEN Nitipus AND Lupus Vutcaris. Presented by Dr. HERMAN SHARLIT. 


N. C., a Negro, aged 35, presented on the lower end of the nose, a patch of 
apple-jelly nodules, part of the patch being crusted. On the nape of the neck 
were many slightly elevated angular papules. The great majority of these papules 
were discrete, but at points they were closely crowded. A biopsy of the papules 
from the nape of the neck suggested lichen nitidus. The condition about the nares 
was considered lupus vulgaris. 


DERMATITIS VEGETANS. Presented by Dr. J. GARDNER HopkKINs. 


C. L., a colored boy, aged 6, went to the Vanderbilt Clinic on Jan. 6, 1930, 
because of an eruption on the face. The condition consisted of a pustular eruption 
on the lower lip, chin and left side of the face, including the ear, with marked 
impetiginous crusting. The condition was alleviated with ammoniated mercury, but 
pread to the scalp and arms. Under various antiseptic treatments, the condition 
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of the face and scalp cleared up completely. There was no history of the child 
having taken drugs. 

Except for sharply outlined patches of pigmentation, the face showed no changes. 
On the extensor surfaces of the forearms were several lesions varying in size 
from that of a dime to that of a quarter, distinctly elevated, with a vegetating 
and crusted surface closely resembling bromoderma tuberosum. Since these lesions 
had developed in connection with, and on top of, an impetigo contagiosum, a 
diagnosis of dermatitis vegetans was made. The Wassermann reaction of the blood 
was negative. 


THRUSH OF THE SKIN (7). Presented by Dr. J. GARDNER HopkKINs, 


J. L., a boy, aged 8, an American, had been referred to the Vanderbilt Clinic 
on Noy. 25, 1929, by Dr. B. Ratner, to determine if fungus was the etiologic 
factor in the child’s recurrent attacks of skin lesions, alopecia and sore mouth. 
Numerous food tests had been negative. Cradle cap had developed at the age of 
11 months, and had gradually spread to the face and extremities. Within a few 
months the nails became involved. For six years the patient had never been 
entirely free from recurrent attacks of almost total alopecia, sore inflamed mouth, 
cracks at the corners of the mouth, patches of eczema on the extremities and 
neck, discoloration, soreness and loss of an occasional nail and sore feet, at times 
making it impossible to walk. 

On Novy. 26, 1929, an examination showed a thin partial albino with an area 
of alopecia over the occiput. The area contained a few small reddish papules. 
The face was clear, except for fissuring at the corners of the mouth. The mouth 
showed areas of whitened mucosa, especially near the angles. The tongue was 
furrowed. The neck and trunk showed scattered minute pinkish papules. On 
the extremities, there were four indurated, sharply circumscribed patches, 4 by 2 to 
6 by 3 cm. in size, covered with a superficial silvery scale and surrounded by a 
few minute papules. Behind and between the toes were foul-smelling sodden 
epidermis, a few vesicles and deep fissures. The nails of all the toes and leit 
thumb and index finger were grayish, transversely striated, thin and surrounded 
by paronychia. 

Scraping and cultures from all the mentioned areas showed mycoderma from 
between the toes and Monilia from the corners and inside of the mouth. Other 
cultures were negative. Stool culture on two examinations showed Monilia. 
Repeated culture from the mouth and from an extracted tooth showed Monilia. 
Intradermal tests gave a positive (delayed) reaction to a variety of Monilia and 
yeasts and a positive immediate and delayed reaction to his own mycoderma. 
From one to two weeks following the tests to stock or autoinoculation of Monilia, 
a well defined patch of eczema developed indistinguishable from the patches of 
eczema that he had on admission. 

DISCUSSION 


Dr. HERMAN SHARLIT: From the history as given I am not clear as to 
which of the lesions on the upper extremities followed the injection of Monilia 
antigen and which were present before such injections. 

Dr. C. M. Wititams: I saw the patient and was much interested. The 
condition looks like an acute infection spreading from the mouth and the kind 
of lesion in which we expect to find vegetable parasites. There are other scattered 
lesions on other parts of the body that look like scattered secondary infection 
spreading from this spot. The case interests me very much, because in the last 
few weeks I saw a number of cases at the Skin and Cancer Hospital! with typical 
lesions of erosio digitalis of the third interspace of the hand in which there were 
also acute macerated lesions under the breast and in the inguinal region or both 
and small inflammatory lesions in the angle of the mouth, all probably due to 
some vegetable parasite. I think these lesions are much more common than we 
believe, but as the pathogenesis is still obscure, we should be very cautious 
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in making a diagnosis of vegetable parasite unless it is confirmed by microscopic 
examination of all separate lesions. 

Dr. ADOLPH ROSTENBERG: This patient originally came to the Sydenham 
Hospital Clinic about two years ago with lesions scattered over the body. He 
also had at that time lesions that resembled epidermatophytosis. We treated 
him accordingly, and the lesions cleared up. He was practically free from lesions 
for a while; then he had a recurrence, and we tried to find different fungi, but found 
only the epidermophyton on the feet. I was rather surprised to hear this diagnosis 
offered tonight. 

Dr. SIGMUND PoLiitzER: I wish to remind Dr. Hopkins of a paper read by 
Kendell Frost of Los Angeles on moniliasis of the tongue with lesions on the skin. 

Dr. Max SCHEER: In the case Dr. Pollitzer referred to, the organisms were 
not found on the tongue but in the stools. Dr. Hopkins’ case shows no Monilia 
in the skin, but these organisms were found in the mouth. 

Dr. J. GARDNER Hopkins: We presented this case with a question mark after 
the diagnosis, although the evidence seemed convincing to us. In answer to 
Dr. Williams’ question, the thrush organism was obtained on cultures from the 
mouth, from the skin lesions about the mouth and from the stools, but not from 
any of the other cutaneous lesions. When this boy came to us, he presented several 
weeping lesions between the toes, with involvement of both toe-nails and finger-nails 
and also intertriginous lesions on the folds of the elbows and other folds of the skin. 
The picture suggested moniliasis. When skin tests were made, he showed a marked 
immediate reaction with wheal formation to his own strain of mycoderma and to 
a stock preparation of Monilia. Most convincing to us were the lesions on the 
forearm which developed at the sites of the intracutaneous tests. They were 
quite analogous to the spontaneous lesions in the intertriginous locations. It 
seemed to me that the intertriginous lesions might be explained on the hypothesis 
that he had had at one time a monilial infection in these locations which had 
sensitized the skin. We know that he carries a great number of these organisms 
in his intestinal tract. The lesions could be explained on the assumption that in 
these sensitized areas he has reacted repeatedly to antigens that he absorbs from 
his intestines. 


\ Case FoR DIAGNosis (EczEMA?). Presented by Dr. LEO SPIEGEL. 


J. F., a man, white, aged 48, on the face, forehead and neck presented a skin 
thickened, edematous and of slatey discoloration, excoriated at points by scratching. 
The condition had been present continuously for one and a half years. The patient 
had had roentgen therapy and also had applied many salves. <A piece of tissue 
had been taken from the forehead and showed (1) the histology of psoriasis and 
(2) that the pigmentation was but a surface discoloration. The patient was a 
fruit peddler. 

DISCUSSION 


Dr. WALTER J. HtGHMAN: I had not seen the case clinically when I was 
given the specimen excised from the patient, and histologically the diagnosis of 
psoriasis suggested itself, but it does not tally with the clinical diagnosis. The 
patient has an itching dermatosis that has become lichenified. There is no evidence 
of psoriasis so far as the cutaneous lesions are concerned, in spite of the histologic 
observations. 

Dr. Frep Wise: I should like to inquire about staining the sections by 
different methods; will the pathologist be able to demonstrate colloid degeneration? 
The clinical appearance suggested colloid degeneration. 

Dr. WALTER J. HiGHMAN: I am sure the problem set by Dr. Wise could be 
easily solved as to collagen degeneration, but by ordinary stain no abnormality 
showed this. One excision from a square foot of skin does not prove anything. 
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Dr. SIGMUND POLLITZER: In the latest number of the Dermatologische 
W ochenschrift to reach this country (No. 7, February 15) there is an article on 
abnormal lichenification in which a case is described that seems to be an exact 
reproduction of the case presented here. In fact, the illustration accompanying 
the article might serve as a portrait of Dr. Spiegel’s case. 


Dr. Davip Bitoom: I have observed this patient for quite a time, and | 
have seen this hyperpigmentation gradually develop. The original skin condition 
of the face was eczema, which resulted in this lichenified and hyperpigmented skin. 
We all probably have seen cases of extensive hyperpigmentation produced by 
chronic eczema. Some such cases were presented before this section in the past 
two years. 

Dr. HERMAN SHARLIT: We took a biopsy for the purpose of studying the 
apparent pigmentation of the skin. Such a study revealed the fact that we were 
dealing only with a surface discoloration and not pigmentation. 

Dr. LEo SpreGEL: This case was shown because of the diverse histologic 
observations, namely, psoriasis. I agree with Dr. Pollitzer and Dr. Highman that 
this is a case of lichenified eczema with hyperpigmentation. The only other 
condition I thought of was that this discoloration may have been produced by 
some chemical such as mercury, as the patient had applied a number of different 
ointments, some of which contained mercury. Goeckermann and Hollander have 
reported such cases. While I think the pigmentation is most probably due to a 
melanotic deposit, nevertheless, it may be due to mercury, and if the patient permits 
another biopsy, microchemical tests for this chemical will be undertaken. 


HEMANGIO-ENDOTHELIOMA. Presented by Dr. HERMAN FEIT. 


E. K., a man, aged 31, was presented by Dr. Binford Throne at the February, 
1930, meeting of the New York Dermatologic Association, as having a case of 
hemangiosarcoma. 

DISCUSSION 

Dr. E. W. AsprRAmMowitTz: I saw this patient about a month ago at the Skin 
and Cancer Hospital. I have never seen anything like his condition before. 

Dr. SIGMUND POLLITzZER: I have never seen anything like this case. The 
diagnosis must be made through the microscope. I should like to examine the 
slides. 

Dr. Frep Wise: The case is similar in clinical aspect to that described as 
hemangiosarcoma about twenty years ago by White and Greenwood in Boston. 
The clinical lesions of this case are similar to those described in White’s patient. 
Dr. White sent specimens for histologic examination to Darier, who reported 
hemangiosarcoma. Whether the histology of this patient’s lesions will fit into 
White and Greenwood’s case I do not know, but the individual primary lesions in 
this patient are undoubtedly comparable to those of the patient of White and 
Greenwood. Dr. Binford Throne called attention to this similarity when he 
presented the patient before the New York Dermatologic Society. 

Dr. SIGMUND POLLITZER: As far as my knowledge goes, this case is unique, 
at least in the extent of the area involved. Practically the entire cutaneous surface 
is involved. In White’s case the lesions were very much limited: a few patches, 
if I recall it correctly, on the trunk, over the ribs and on the back. I think that 
on clinical grounds the author considered this case as belonging to the group of 
angioma serpiginosum. The histologic examination made by Darier and Council- 
man and Brown led Dr. White to regard the process as an angioplastic sarcoma. 

Dr. WALTER J. HicHmMAN: I had an opportunity to look at the slides, but 
scarcely to study them, a week ago. Unquestionably the infiltration which was so 
striking in the specimen was that of a curious large round cell with a deeply 
stained central nucleus and clear cytoplasm, so that the closely packed cells reminded 
one of nothing so much as frog’s eggs floating about on water. It occurred to me 
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that whereas this might be sarcoma of an atypical variety, the cells actually looked 
like those seen in endothelioma. Whether the condition proved to be of the same 
type as the White-Greenwood case or whether Darier saw a similar case and 
construed it as sarcoma, I do not know. The process is certainly a neoplastic 
one of the angiomatous type. 


MorPHEA GUTTATA. Presented by Dr. V. H. CorNELL. 


I. G., a woman, aged 52, born in Russian, came to the Post-Graduate Hospital 
on Jan. 22, 1920. The duration of her disease was two years. On the anterior 
part of the chest and on the lower part of the neck over the shoulders there was 
an extensive, well defined area composed of scattered and coalesced lesions, pea- 
sized and larger, in which the skin was white, glistening and wrinkled and had 
a smooth, hard leather-like feel to the examining finger. There was an area 
the size of a fifty-cent piece on the right side of the anterior part of the chest 
where the skin was darkened and smoother. The patient complained that the area 
was itchy. There were a few smaller lesions under the left breast. 

Biopsy showed isolated areas of lymphocytic infiltration about the blood vessels 
in the subpapillary zone. Rete pegs aud papillary bodies were, absent, and the 
epidermis was markedly thinned. The elastic tissue was wanting in the greater 
part of the infiltrated area. 


PiryriAsis LICHENOIDES ET VARIOLIFORMIS AcuTA. Presented by Dr. PAuL 
GROSS. 


This article will appear in full.in a later issue of the ARCHIVES. 


DISCUSSION 
Dr. Paut Gross: This is the first case of its kind presented in New York 
and probably in this country. The first case was presented by Mucha in Vienna 
in 1916. The first reference in the English literature is a presentation by Gray 
in London in 1926. 


ERYTHEMA AB IGNE. Presented by Dr. Max SCHEER. 


S. S., a man, aged 54, married, a native of Hungary, attending the clinic of 
the Post-Graduate Hospital, stated that on several cold days during the past winter 
he had been warming his body by huddling against a radiator in his home. He 
presented on the inner surface of the left leg, knee and thigh a characteristic 
and well advanced picture of reticulated pigmentation in the form of irregular 
round and oval formations and large meshes, forming a striking network effect. 
Several superficial keratoses were also present on the knee. 


SUBCUTANEOUS GUMMA. Presented by Dr. ApoOLPH ROSTENBERG. 


A man, aged 51, a fireman, contracted syphilis thirty years previous to presen- 
tation, for which he had had inadequate treatment. The tumors on the elbows 
had been present for several years. One inch below each elbow posteriorly, he 
showed a globular subcutaneous tumor of firm consistency, freely movable and 
not connected with the overlying skin. The tumors were lobulated and about the 
size of a walnut. They were not tender. The Wassermann and Kahn reactions 
were 2 plus. The patient also showed marked leukoplakia on the left oral mucosa. 
(he tumors in question had markedly diminished in size since the patient had 
received antisyphilitic treatment. 
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A Case FoR D1taGnostis. Presented by Dr. E. F. Corson. 


A white woman, aged 38, five months before presentation noticed a mark near 
her left breast that resembled a scratch; a papule developed rapidly from this 
mark and persisted as a large, irregular, annular lesion, always dry and scaly. 
After several weeks, three lesions appeared on the abdomen. A few weeks later, 
they became more or less generalized, only the head and the part below the waist 
being spared. Many of the lesions bore a curious resemblance to those in pityriasis 
rosea —a tan center and a scaly, reddish border. Scrapings showed fungus forms 
in considerable profusion, and Dr. Decker thought they were aspergillus. The 
disease had been progressive in spite of the fact that the patient had used sulphur, 
mercury, lead, etc. 

DISCUSSION 

Dr. FRED WEIDMAN: I think this is a case of dermatophytosis; some of these 
cases with extensive distribution have been found to be due to the Trichophyton 
faviforme group. I do not think that, if present, aspergilli could be recognized 
unless a culture were obtained; they do not commonly occur on the skin in such 
a form that they can be identified. They are difficult to identify unless you can 
see the actual fruit heads. They have been seen in tinea imbricata. 


GRANULOMA ANNULARE OR ERYTHEMA ELEVATUM DruTINUM. Presented by 
Dr. R. GitMAN for Dr. J. H. STOKEs. 


A girl, aged 17, in excellent general health, presented a dermatosis of three 
years’ duration. The original site was over the dorsum of the right foot. Later, 
a similar area on the left foot became involved. More recently, the right knee 
and, finally, individual knuckles on both hands became a part of the process. 

The fully developed features, as illustrated on the right foot, consisted of an 
annular grouping of yellowish-pink papules covering an area of about 5 cm. in 
diameter, with slight pigmentation and atrophy in the center. It was less pro- 
nounced in the left foot. The lesions on the knuckles were firm, annular and 
infiltrated plaques. There was little erythema to be seen, and there were no 
subjective symptoms. The rest of the body was normal as were the mucous 
membranes. 

The Kolmer-Wassermann reaction was negative. Biopsy was refused. 


DISCUSSION 


Dr. FRED WEIDMAN: The iesions on the knuckles, the ones that look the 
redder, are similar to those of erythema elevatum diutinum that have been seen 
on a man intermittently in this society for the last six years. Personally, I do not 
think that there is any sharp line of division morphologically or etiologically 
between the two conditions. I feel that both of these states are most commonly 
caused by one or another organism of a low order of pathogenicity, and that, as 
in erythema nodosum, once in a while even the tubercle bacillus may be found. 
Therefore, it is not unusual that there should be a difference of opinion as to 
diagnosis. I think that this girl’s case is one of that sort. It is anyone’s privilege 
to consider it erythema elevatum diutinum or granuloma annulare. 


HEMOLYMPHANGIOMA. Presented by Dr. G. I. IRELAND for Dr. JoHN STOKEs. 


L. S., aged 9, presented a painless intumesence over the left inner malleolus 
and a violaceous tinge over the left foot associated with excessive perspiration ol 
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that member which suggested a vasomotor instability. No inguinal adenopathy 
was present. The physical examination was normal. 

The patient presented a cyst-like angiomatous growth of about 1 cm. in diameter 
on the inner side of the left foot. Over the sole of the same foot were six sub- 
cutaneous nodules about 0.5 cm. in diameter. The duration of the process was 
ten months. 

The family history was unimportant. The Wassermann reaction of the blood 
was negative. A biopsy had not yet been taken. 


DISCUSSION 

Dr. Jonun H. Stokes: I was not sure whether to interpret the fleshy nodules 
as part of a lymphangiomatous process such as one sees sometimes in the buttock, 
or whether they had some other histologic background. The one thing that 
interested me was the appearance of the angioma in what I took to be a plantar 
verruca. I think that the lesion is a regular plantar wart which, because of the 
abundance of the vascular tissue in that neighborhood, has assumed this appear- 
ance. I believe that radium would probably give the best therapeutic result. 

I was a little surprised that angioma was not considered sooner as an explana- 
tion of the whole process. The case illustrates the great importance of comparing 
the two extremities in any such examination. It is not usual to see this condition 
in the ankle, but when you compare the two ankles, the difference in the contour 
of the ankle where the angioma lies is apparent. 

Dr. E. F. Corson: I wondered whether that tissue around the angioma was 
verrucous or callous. The angioma seems to lie just in the outer layer of the 
plantar skin, and I wondered whether nature had built up a callous around 
that angioma as in the case of the plantar wart. 


Dr. FRED WEIDMAN: I think that there is a wider slant to the case, perhaps, 
than the simple local one. I think that the condition is part of a congenital 
process, nevoid in character. For instance, at the Atlantic conference, Dr. Stokes 


showed a patient with an extensive lymphangiomatous and hemangiomatous con- 
dition plus congenital hypertrophy of the toes — symmetrical enlargement of the 
bony parts as well as the soft tissues. The latter feature proved the congenital 
nature of the entire picture. I have seen congenital hemangiomas of the skin which 
were reached by the surgeon’s knife, intussusception due to hemangiomas in the 
wall of the intestine. At that time I was particularly studying Kaposi's sarcoma 
of the intestines, and on following up the case found large angiomas also present 
in the skin of this girl. In these cases of congenital lesions of the skin there may 
be lesions internaliy, either of the same nature, or of another kind, which are even 
more important. 


\CRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. Simon Katz for 
Dr. J. F. SCHAMBERG. 


F. P., a woman aged 70, came to the Mount Sinai Hospital for the first time 
in January, 1922, complaining of an itching of the calves of both legs and the 
area just above the knees posteriorally, of four years’ duration. The condition 
continued until July, 1926, when she complained of itching and burning of the 
face, lower limbs and back. At times there was a severe pricking sensation in 
these areas. The skin at that time was reddened in the region of the legs and 
back. The veins of the lower extremities were dilated and arteriosclerosis was 
present. The blood pressure was 200 systolic and 185 diastolic. In April, 1929, 
she was under treatment for chronic ethmoiditis and sinusitis. The urine showed 
a few hyaline casts. Blood urea was 16 and sugar, 115. The Wassermann test 
gave negative results. 

One week before presentation the patient returned to the skin clinic, stating 
that the itching had become generalized and worse during the past year. She 
was unable to sleep at night. There was severe burning of the tongue and lips. 

There was redness and atrophic thinning of the skin of the extremities, chest, 
ibdomen and back, starting below the angle of the scapula. The skin was dry, and 
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there was an enlargement of the superficial veins of the lower extremities with 
reddening of the skin. 
DISCUSSION 

Dr. Jonn H. Stokes: I am in a quandary about the exact diagnosis. One 
does not see these cases often. I wonder whether the itching is really so important 
a part of the condition as it seems to be. This looks to me like the picture I have 
been accustomed to associate with poikiloderma atrophicans vasculare rather than 
with acrodermatitis chronica atrophicans, but I am ready to stand corrected. 
There are patches on the legs that look sclerodermatous. The statement that 
there was marked edema before this stage developed fits in with either possibility. 
I must confess that I am not able to make a diagnosis offhand. 

Dr. FRED WEIDMAN: This is one of the cases one likes to pore over for some 
time before coming to a conclusion. I should like to examine the condition in 
daylight. 

Dr. L. E. Stroum: It seems to me that the amount of itching in this case 
is out of proportion to the itching that usually accompanies sclerodermatous 
processes and atrophic conditions of the skin. I believe that this woman is a 
neurotic type. 


TERTIARY SYPHILIS RESISTANT TO ARSENIC AND BisMuTH. Presented by Dr. 
S. Katz for Dr. S. S. GREENBAUM. 


E. K., a colored man, aged 26, came to the Graduate Hospital in January, 
1928, with an erosion of the corona. The dark-field examination was negative; 
the Kolmer modification of the Wassermann test was weakly positive and the 
Kahn modification negative. The patient was given ten injections of bismuth of 
100 mg. each between Feb. 2 and April 12, 1928. 

The man stated that in March, 1928, while he was still under treatment with 
bismuth, he accidentally skinned his right leg at the juncture of the middle and 
lower third. One week after the injury, he applied for treatment. The lesion 
showed no improvement under bismuth therapy. 

The man returned to work in the meantime and came back to the clinic 
again in August, 1928. He was given neoarsphenamine and received a total of 
7.8 Gm. between Aug. 21, 1928 and Feb. 7, 1929. During this time the ulcer on 
his right leg remained the same. In July, 1928, an examination of the spinal 
fluid gave negative results. Three Wassermann tests were negative. Locally, 
a mild silver protein Balsam of Peru and ammoniated mercury did not improve 
the lesion. In September, 1928, a Wassermann test of the blood was again 
negative. 

Since December, 1929, the ulcer on the right leg spread upward, involving the 
anterior surface of the middle third. In February, 1930, a section removed from 
the area of the ulcer showed only chronic inflammation. A culture of local 
organisms showed Staphylococcus aureus, a diphtheroid bacillus and unidentified 
gram-negative bacilli, He was given potassium iodide internally and _ locally 
potassium permanganate compresses. He claimed that he had noticed some 
improvement. 

DISCUSSION 

Dr. Joun H. Stokes: I am inclined to disagree with the diagnosis of syphilis. 
If the lesions were on the buttock or around the genitalia the condition would 
indicate not syphilis, but ulcus molle serpiginosum. The kidney-like configuration, 
the absence of tumescence as far as the edge of the lesion, the tendency to form 
small nodules in the border projecting inward, the bright red granulations, the 
absence of necrotic slough, the relatively small amount of significant scarring, 
the lack of periosteal involvement that I can detect offhand—these factors 
incline me against a diagnosis of syphilis. If antimony were used vigorously, the 
condition might respond. Syphilis that is resistant to arsenic and bismuth is “some” 
syphilis. Cultural studies ought to be made, even if they would be unsatisfactory. 
I should make a therapeutic test with antimony. 
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Dr. F. D. Werpman: This condition might be a misplaced granuloma 
inguinale; the lesion has such a brilliant red, clean base. There is not much 
destruction of the tissues. The disease can begin elsewhere than in the genitalia; 
I have seen it begin on the lip and subsequently involve the inguinal region. 

Dr. S. S. GREENBAUM: I will try these suggestions. I must confess the 
presentation is only a provisional one of syphilis resistant to bismuth and arsenic 
therapy. There is a definite sclerosis in parts; the red appearance has only 
developed in the last two weeks, since permanganate has been used. There was 
always a foul odor to the lesion. The patient had been going without treatment 
for a year. I could not reconcile a persistently negative complement-fixation and 
Kahn reaction with tertiary syphilis. I am not inclined to believe that this is a 
case of ulceration of the groin largely because the lesions are not elevated enough, 
and the central healing that one ordinarily finds in an ulceration of the groin 
is absent. Treatment with iodides will be tried, and the patient will be presented 
again next month. 

Dr. Joun H. Stokes: I should advise roentgen or radium treatment in addi- 
tion to antimony. 

Subsequent Note—Large doses of potassium iodide (100 grains [3,110.4 Gm.] 
three times a day) were administered without benefit to the lesions. 





“ELEPHANTIASIS” (Two Cases). Presented by Dr. F. WEIDMAN. 


These two cases were presented together because there is a possibility that 
some conditions commonly passed over as “elephantiasis” (pseudoelephantiasis in 
the literature) may have a syphilitic basis. 

CasE 1.—C. E., a Negro, aged 34, had tremendously swollen, malodorous, warty, 
barklike legs fully 9 inches (22.8 cm.) in diameter; the duration was said to be 
twelve years. He had been unable to walk. The most promising feature for 
diagnosis was the presence of five or six deeply infiltrated, black nodules imme- 
diately above the margin of hyperkeratosis of the legs; they suggested one of 
the specific granulomas. Opinions were desired from the members as to whether 
there was unequivocal evidence of syphilis in these lesions and those on the arms. 
30th forearms showed superficial, smooth scars, and in addition there was a 
palm-sized patch of black hyperkeratosis on one forearm. There were classic 
patches of erythrasma in both axillae; a specific parasite was demonstrated in 
stained preparations. In view of the keratodermic propensities of syphilis, partic- 
ularly after the experience with case 2, Dr. Weidman inclined more to the diagnosis 
of syphilis than to any other diagnosis. 

CasE 2.—Syphilitic Keratodermia—(This case was presented by Dr. F. D. 
Weidman for Dr. J. B. Ludy). M. E. R., a white woman, aged 50 years, had on 
her right leg what appeared to be a simple erythematosquamous eczema which was 
of six months’ duration. The major process, on her left leg, was of two years’ 
duration, and was quite different. It was elephantiasic, with marked hyperkeratosis 
extending downward from the middle of the leg and affecting even the toes. There 
was a patch of pigmentation and superficial scarring at the uppermost margin which 
was unequivocally syphilitic; in short, this was a case of keratodermia syphilitica. 
There was an aortic systolic murmur. She had been married five years, had three 
miscarriages, and the Wassermann test of her blood was 4 plus. She had never 
lived outside of Lancaster County, Pa. 

Supplementary Note——The patient in case 1 had not been fully studied when 
he was presented, having been in hospital for but twenty-four hours. Subsequent 
observations were as follows: He was the father of sixteen children, seven born 
dead (premature), a “freak” born dead, two sets of twins born dead, one child 
who died at 3 years of age from rickets, and one from pertussis. The patient 
had had gonorrhea at 14, associated with buboes which necessitated lancing. The 
Wassermann test of the blood was negative in both antigens. A rough mitral 
murmur was discovered, also a fainter aortic one. The lesion on the right side 
of the chest was the result of uncontrollable digging at it with the fingers in 
connection with “neuritis of brain” twelve years before. 
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The blood sugar was 76 and blood urea 16, and the routine urinalysis and blood 
examination gave negative results except for a blood count of 3,140,000 red cells. 
Tuberculosis of chest was not demonstrable, even by roentgen examination. 


DISCUSSION 

Dr. Joun H. Stokes: The scars in which Dr. Weidman is particularly inter- 
ested in this man with elephantiasis (one of the most remarkable cases I have ever 
seen) do not suggest syphilis to me. The most suggestive lesion was that one on 
the chest, and I could not make a diagnosis of syphilis from that. Taking his 
race into consideration, and his general appearance, I am inclined to wonder whether 
there might be a tuberculous background for this development. Of course, the 
fact that he has not been in the tropics eliminates some things fairly well. [| 
should like to ask Dr. Weidman whether either of these patients gave a history 
of febrile attacks, perhaps only occasional flare-ups from time to time of possible 
streptococcic infection. 

In the woman, the upper margin of this process on the leg has a configuration 
undeniably suggestive of syphilis. I think that the elephantiasic process is, how- 
ever, largely contributed to by a marked degree of varicositis. Another con- 
tributory factor to the elephantiasis is secondary infection. The keratodermic 
superstructure may be underlain by a vegetative dermatitis. Perhaps the syphilis 
has contributed to it. I have seen only three cases of syphilitic elephantiasis, 
excepting those of the vulva. I have never seen keratoderma of this striking 
vegetative type, and | wonder whether there is a secondary infective process 
going on. 

Dr. A. Strauss: I believe that the colored man presents a typical case of 
true elephantiasis. I rather agree with Dr. Stokes in his discussion of the second 
case; the process is that of pseudo-elephantiasis, with some putrefactive or vegeta- 
tive condition on the lower part of the leg. 


EPITHELIOMA, POSSIBLY OF THE MORPHEA-LIKE TypE DESCRIBED BY HOWARD 
Morrow. Presented by Dr. D. M. PIL-sBurRy. 


A woman, aged 35, presented a bizarre serpiginous lesion on the left side of 
the face extending from the anterior part of the left ear under the mandible. The 
border was somewhat broken and pearly, with moderate telangiectasia. There 
were scarred morphea-like telangiectasic vessels. The lesions had started fourteen 
vears before presentation from a boil to which she had applied some acid. When 
the lesion failed to heal she consulted two dermatologists who made a diagnosis 
of epithelioma. In 1922, she was seen by Dr. Weidman who made the same 
diagnosis. She refused treatment and biopsy. In 1923, a local dermatologist 
desiccated the margin and gave a massive dose of roentgen rays. There was 
some recurrence. In 1925, the picture somewhat resembled benign erythematous 
epithelioma as described by Little. It steadily progressed. A section from a point 
just anterior to the left ear showed carcinoma of the squamous cell type. The 
condition was interesting because of the long duration of the basal morphology 
Dr. Pillsbury requested suggestions as to treatment. 


DISCUSSION 


Dr. J. M. ScuttpkKraAvut: I think that the lesion should be electrocoagulated 
again. 

Dr. E. F. Corson: From time to time I have seen good results obtained by 
Dr. Newcomet by treating these superficial epitheliomas with radium emanation. 
A more superficial destructive action sufficiently effective to clear up the superficial 
lesions nicely is obtained. 


Dr. Joun H. Stokes: The condition in this woman is a good example of the 
extraordinary resistance that can be offered by a benign superficial epithelioma, 
and a good example of the comparative ineffectiveness of radiation in some of 
these cases. I have been astonished at the doses that have been used and the fact 
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that complete recurrence has taken place. It is desirable to remove completely 
every single accessible portion of the neoplasm before radiation is applied and not 
afterward, because the slightest filtration seems to be sufficient to give the process 
a new start. 1 think that the dosage of radiation in most of these lesions is 
entirely too small; of course, it should depend on the size of the area treated. 
With a space as big as this, it is impossible to give from 5 to 7 skin units. When 
the lesion is only 1 cm. in width, it is well to give from 5 to 8 skin units in one 
dose. Then, if there is a hole caused by the x-ray, it can be stitched shut. 

My personal selection for the method of attack is the oldfashioned Sherwell 
technic with acid nitrate of mercury. I should curet this lesion until there was 
nothing but the fibrous tissue remaining, then I should apply 60 per cent acid 
nitrate of mercury. I have watched Dr. Wile get rid of astounding epitheliomas 
without any radiation. I should be afraid to treat this condition now with any 
form of radiation. If one must use radiation I agree with Dr. Corson that 
radium is the choice, and with beta rather than gamma radiation. These lesions 
indicate that the initial growth was not treated seriously enough. When they 
are near the eye, their persistence is astonishing. 

Dr. A. Strauss: It is a pity that acid nitrate of mercury is used so little 
today. I have found it very effective in removing epitheliomas of all types, even 
those that yield to x-ray dosage. It has been my experience that no more 
scarring is obtained than with any method of treatment, perhaps less. No cautery 
destruction produces less. 


ARSPHENAMINE DERMATITIS. Presented by Dr. FRED WEIDMAN for Dr. J. B. 
Lupy. 


M. M., a white woman, aged 32 presented a dermatitis (generalized erythro- 
dermia) varying in degree, that is, the parts of the body that had been previously 
sunburned were the ones in which the dermatitis was more extreme; the parts 
protected by the shoulder straps were little affected. The question is whether 


arsenic is a substance which will elect parts sensitized by actinic rays. As far 
as I know, this has not been mentioned before. 

The details in respect to the arsenical therapy are practically irrelevant. The 
dosage was begun on February 3. Between February 3 and 17, she received 
5 doses of neoarsphenamine, beginning with 0.45 Gm., then 0.6 Gm., and the last 
three doses 0.9 Gm. The eruption developed after the fifth dose. Since then 
she had had one dose at the hospital. She had a swollen tongue. At one time 
her temperature rose to 100 F. She had some atrophic macules on the forehead 
and cheeks. The point emphasized was the distribution. 


HopcKin’s Disease. Presented by Dr. FRED WeEtpMAN for Dr. J. B. Lupy. 


W. W., a white man, aged 41, gave a history of having had a lipoma in the 
left axilla removed surgically five years before presentation. His hair began 
to fall out four years before and he still had marked alopecia. Three years 
before he began to become blind (optic atrophy), and a few days before the 
dermatosis began as water blisters. The eruption was confined to the lower 
extremities and forearms and consisted of papules, pustules and certain agglomera- 
tions of papules on the inside of the knee, for instance, which looked something 
like hypertrophic lichen planus, but which were edematous. As a matter of fact, 
when the patient was first received, one of the dermatologists believed it was a 
case of hypertrophic lichen planus, and later I saw a quite pathognomonic, reticu- 
lated lichen planus in his mouth. The nasal mucosa was finely papular. There 
was no splenic enlargement, the Wassermann test was negative. The blood sugar 
and the urea as well as the results of the routine examination of the blood were 
normal. 

My first impression was that the case was one of the lymphoblastomas, possibly 
some hook-up between lichen planus and lymphoblastoma. At the same time the 
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probability that the lesion in the axilla was tuberculous led one to believe that 
the lesion on the legs might be atypical tuberculid. By the time of presentation 
the whole thing had almost cleared up as the result of excision of the axillary 
mass. The axillary mass was the size of one’s fist; its subnodules were discrete. 
There was a mild grade of general adenopathy. The tonsils had been excised 
at a previous date. 

Sections from the mass in the axilla gave histologically a most early Hodgkin's 
disease, so that it would be reasonable to infer that the condition on the legs 
was also Hodgkin’s disease. I take it, though, that this particular expression of 
Hodgkin’s disease has not been described before. It might be fitted in with a 
leukemia ; of course, that is not a far step. At the same time, with these pustules 
present it was difficult to reconcile the cutaneous picture with unqualified leukemia. 

Now, the particular hitch in the case that I have not had a chance to confirm 
is a report which I found for the first time this afternoon. While the patient 
was in the surgical ward it was said that acid-fast bacilli had been found in the 
lymph nodes, which means that this case is tuberculosis. So there is an interesting 
relationship between Hodgkin's disease and tuberculosis, and the dermatosis. The 
histology of the cutaneous lesions is not distinctive, not tuberculosis or even 
tuberculoid. The histology of the tuberculids is not uniform. It is more com- 
patible with the picture of granuloma fungoides than with any other condition. 
After appraising all of these rather conflicting items, that pending a check-up on 
the acid-fast organisms in the lymph nodes, another item must be introduced into 
the picture, Sternberg’s disease. So this patient has presented a picture with 
many cross currents, all of which have not yet been whipped into shape so that 
they run together, but at least enough has been shown to put the case in the 
category of tuberculosis with suggestions of the lymphoblastomas. I believe that 
tuberculosis is one of those processes which may stir up the entire reticulo- 
endothelial apparatus without inducing the classic architectural changes of outright 
tuberculosis. 

DISCUSSION 

Dr. E. F. Corson: The lesions surely appear to be lichenoid but many cannot 
be included under that category. 

Dr. J. M. ScHILDKRAUT: Some of the lesions had an impetigenous character 
and some that of lichen planus. 

Dr. Joun H. Stokes: Years ago in Chicago that condition would have 
been called bullous lichen planus with secondary infection, and that is my diagnosis 
now. 


RHEUMATIC NODULES. Presented by Dr. FRED.WeErtDMAN for Dr. Lupy. 


J. V., Negro, 45 years of age, from the men’s nervous ward of the Philadelphia 
General Hospital, was subject to epileptic seizures. He presented multiple nodules 
on both forearms and a few deep-seated ones around the knee, of three months’ 
duration. Their history differed from the usual one in that these nodules were not 
particularly sensitive. 

These nodules could be recognized both in the skin and along the tendon sheaths. 
The rheumatism was not acute, and while vague, painful and fleeting, was still 
definitely established. The patient had had lead poisoning of ten years’ duration. 
At one time he had stippling of the red cells, and on another occasion lead was 
demonstrated in the urine. This raises the old question as to whether the nature 
of rheumatism is chemical or infectious. The British are still divided concerning 
the etiology of rheumatism in general. 

Histologically, the nodules were found to consist almost solely of old fibrous 
tissue. At places there was a low grade acute type of inflammation, but for the 
most part there was a chronic type of the order seen in Aschoff’s nodules. The 
general Aschoff theme was there, flame-shaped cells in congeries. The Wasser- 
mann tests of the fluid and blood are negative, but there was a paretic curve. 
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DISCUSSION 


Dr. L. E. Stronm: What do you mean by rheumatism? 

Dr. FrED WEIDMAN: I speak of rheumatism in the sense of a low grade, 
painful, febrile, general constitutional infection; common history is acute rheumatic 
fever. As to the nodular expressions, these are intradermic, some are in the 
ligaments, others in the tendon sheaths; the more widely generalized theme is 
the diffuse involvement of what the British call fibrositis. Sometimes the condi- 
tion even runs into diffuse fibrosis of aponeuroses. 





DIVISION OF DERMATOLOGY OF THE DEPARTMENT OF 
MEDICINE, UNIVERSITY OF CHICAGO 


Scientific Session, March 7, 1930 


CASES PRESENTED FROM THE SERVICE OF DR. S. W. BECKER 
AND DR. E. B. RITCHIE 


MALIGNANT MELANOMA. 


A woman, aged 44, was first seen in the Department of Surgery in December, 
1929, complaining of pain in the upper right quadrant. Her right eye had been 
removed four years previously for glaucoma. Inquiry brought the statement 
from the oculist that there had been no sign of melanoma at that time. The 
urine had been brown three months before admission, but was normal in appearance 
on admission. She was found to have an enlarged liver, and roentgen studies 
revealed stones in the gallbladder. A cholecystectomy was performed. At opera- 
tion the liver was found to be large and black. A diagnosis of malignant melanoma 
was made. One month later some small tumors of the scalp were removed, which 
proved to be sebaceous cysts. At the same time a small cutaneous tumor was 
removed from the wall of the chest, which proved to be malignant melanoma 
(fig. 1). There was an infiltration of nonpigmented cells with medium sized, 
mostly nonlobulated nuclei. Some cells were larger and contained more than one 
nucleolus. Both mitotic and amitotic division were apparent. In some places 
the cells were arranged concentrically, similar to an acinus. 

The urine gradually became brown and turbid, and showed pyrocatechin bodies, 
which were probably the result of the breaking down of melanin, rather than 
melanogen. 

The upper part of the abdomen increased markedly in size, and boardlike 
rigidity developed. The skin became darker and the hair developed the brownish 
hue that often accompanies generalized cutaneous melanosis, such as that in 
Addison’s disease. The patient became weaker, and died on March 20. At 
autopsy the chief observation was an enormous liver, which weighed 10.4 Kg. 
Metastatic lesions were found in the skin of the abdomen and scalp, in the 
calvarium, in the periaortic and tracheobronchial lymph nodes, in the diaphragm 
and in the lungs. The skin and hair were brown. Melanemia was apparent from 
the dark color of the kidneys, bone-marrow, spleen and suprarenal glands, all of 
which turned darker on exposure to air. Careful examination of both orbits 
showed no tumor. No possible primary focus was found in the skin or elsewhere. 

The tumor foci in the liver were pigmented for the most part, appearing to be 
jet black, but on the dorsal surface was a plaque of about 5.0 cm. in diameter, 
which appeared to be nonpigmented. In the center of the liver was a necrotic 
area of about 10 cm. in diameter, containing tarry material. Sections of the 
nonpigmented portion showed no pigment, except occasionally in macrophages. The 
cellular protoplasm was so vacuolated that it was impossible to determine the 
morphology of the cells. The nuclei were pale, variously sized, tending to be 
large, and were vacuolated and lobulated, often with many lobules, large and 





Fig. 1—Section of metastatic lesion in the skin. No pigment is present. Hematoxylin and eos 
stain; high power. 
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Fig. 2.—Section of colorless tumor focus in liver. Arrows point to cells dividing by amitotic (' 


sion. Hematoxylin and eosin stain; moderate high power. 
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small. Each nucleus usually contained one nucleolus, one-third to one-fifth the 
diameter of the nucleus. Sometimes two nucleoli were present, especially in 
elongated nuclei, where they were situated at each end. At times, one lobule, with 
or without a nucleolus, was more or less incompletely pinched off (fig. 2). These 
were cells undergoing amitotic division. No mitotic figures were seen. 

The cells in the pigmented tumor foci were not all the same, but varied in 
different regions. Some small foci contained no pigment, and the cells were 
similar to those in the large nonpigmented focus, but with fewer cells undergoing 
amitotic division. Other portions contained ovoid cells, some of which were pig- 
mented. Most of the pigment cells were fusiform, with elongated nonlobulated 
nuclei, and a single long process at each end of the cell. The pigment granules 
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Fig. 3—Section of pigmented focus in liver. Cells are spindle shaped and of 
the type usually called melanosarcoma cells. Hematoxylin and eosin stain; 
moderate high power. 


were globular, of the same size in each cell, but varying in size in the different 
cells. The only sign of cell division in this portion were occasional mitotic figures 
in large, ovoid cells, containing little pigment (fig. 3). 


PEMPHIGUS VULGARIS. 


A butcher, aged 68, developed bullous lesions on his feet three years before 
presentation. Then they appeared on the hands, and later involved the entire 
surface of the skin. The mucous membranes had been involved only occasionally, 
and not extensively. He had been under treatment continuously, and had under- 
gone practically all of the various treatments for pemphigus, both external and 
internal, with little effect on the lesions. 








744. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


When the patient was admitted, bullae were present on various parts of the 
body, especially at points of pressure and friction. The patient’s back was covered 
by a large crust. The muscles were markedly atrophic. No lesions were present 
on the oral mucosa. The blood count showed: hemoglobin, 70 per cent; erythro- 
cytes, 3,700,000; leukocytes, 11,000; polymorphonuclears, 42 per cent; eosinophils, 
27 per cent; basophils, 1 per cent; lymphocytes, 26 per cent; transitionals, 3 per 
cent, and mononuclears, 1 per cent. The Kolmer-Wassermann and Kahn reactions 
of the blood serum were negative, and the urine was normal on examination. 

E. Urbach (Zur Pathochemie des Pemphigus, Arch. f. Dermat. u. Syph., 150: 
52, 1926) discussed the literature and reported results of chloride studies on 
thirteen cases of pemphigus and dermatitis herpetiformis, with the following 
observations: markedly decreased chloride excretion in the urine, generally 
definitely increased sodium chloride in the blood, increased hydremia, and marked 
increase in the chloride content of the skin. They believed that this salt storage 
was protective against toxic protein splitting. 

In the patient seen by Dr. Becker and Dr. Ritchie, fluid from the lesions and 
the blood and urine contained normal amounts of chlorides. Ingestion of 15 Gm. 
of sodium chloride daily produced an increase of about 15 per cent of the chlorides 
in the urine. Bullae were more numerous during the ingestion of chlorides. The 
patient was put on a salt-free diet, with marked decrease of chlorides in the urine 
and a decrease in the number of bullae. Chlorides of the blood were decreased 
slightly. A return to normal diet was followed by increase in the number of 
bullae, and the patient was placed permanently on a diet containing 1.86 Gm. of 
sodium chloride, 230 Gm. of carbohydrate, 59 Gm. of protein and 93 Gm. of fat, 
for a total of 2,050 calories. 

Koehler’s suprarenal extract was administered for seven months, alone or 
accompanied at various intervals by desiccated thyroid, epinephrine or synephrine. 
No appreciable effect on the lesions could be noted. 

Six per cent gum arabic in a physiologic solution of sodium chloride was 
administered intravenously as follows: Nov. 12, 1929, 200 cc.; November 14, 
300 cc.; November 19, 600 cc., and November 21, 700 cc. Hematocrit readings 
showed an increase in the fluid content of the blood up to three and one-half 
hours after an injection, with a return to normal in sixty hours. No apparent 
change in the lesions was noted, and a chill following three of the four injections 
made further injections inadvisable. 

Intradermal injection of colloidal mercury sulphide inhibits follicular infection. 
Four solutions, therefore, were injected into the patient’s right arm: one of 10 
per cent colloidal silver iodide compound, one of 0.5 per cent colloidal bismuth 
sulphide, one of 2 per cent colloidal mercury sulphide and one of 1 per cent colloidal 
gold solution. The colloidal silver iodide compound and the colloidal bismuth solu- 
tions produced a marked reaction with the formation of bullae, and the others less 
so. When the reaction subsided, no change could be seen in the skin except the 
discoloration from the deposited metal in the case of the last three substances. 
Nikolski’s sign was still present over the deposits, but seemed to be less marked 
over those of colloidal mercury and gold. 


MULTIPLE BENIGN PLAQUES OF THE TONGUE. 


A woman, aged 24, had rheumatic endocarditis. During examination it was 
noted that the tongue was involved in a process consisting of single, enlarged, 
whitish papillae and lesions consisting of linear groups of papillae, often arranged 
in arcuate configuration. In other places, plaques consisting of contiguous involved 
papillae were evident. Scrapings from the affected papillae revealed an excess 
number of epithelial cells, apparently larger than normal. Among the cells were 
many leukocytes. Various types of bacteria were seen, mostly gram-positive 
cocci. Masses of fungus-like material similar to ray fungus were seen. In 
cultures, yeast was grown as well as cocci. No definite fungus could be seen in 
potassium hydroxide preparations. The patient had not been aware of the lesions. 
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A review of the reported cases of transitory benign plaques of the tongue 
reveals the fact that in some instances, exfoliation in the center of the lesion is 
slight or absent, so that no beefy red plaque is apparent. This case would fall 
into that group, as the surface epithelium appeared to be normal except for the 
involved papillae. The large number of polymorphonuclear leukocytes, suggests 
that the etiology of the condition is to be found in an infectious agent. Scrapings 
from normal tongues revealed the same type of organisms, but in smaller numbers, 
and the number of polymorphonuclear leukocytes was not large. 


Psorrasis BuccaLis (?) 


A girl, aged 22, had had psoriasis since the age of 5, and the condition was 
worse in winter. Some lesions had been treated with pure phenol, which left 
scars. Lesions had occupied various portions of the body, and had tended toward 
generalization. Although she had paid no particular attention to it, she believed 














A B 
Fig. 4—A, oral mucosa; B, oral mucosa, two days later. Note the thickening 
of the epidermis. The thickened plaques are loosely adherent. 


she had been troubled with the buccal mucosa since she was a child, in that 
particles would separate. This condition had been more marked in the past two 
months. She had never smoked, and had no decayed teeth to irritate the mucosa. 
General physical examination, Kolmer-Wassermann and Kahn reactions of the 
blood, and the urine were normal. On various parts of the body, especially on the 
scalp and thighs, there were scaly plaques, 1 cm. and more in diameter. There 
were larger plaques in the scalp. On the buccal mucosa, at the oral commissures 
and extending about one-half the distance to the third molars, the epithelium was 
thickened and desquamating. The denuded surface was a deeper red than the 
normal mucosa. The process changed quite rapidly, as shown by figures 4 A and B 
taken two days apart. Potassium hydroxide preparations were negative for fungus. 
Microscopic study revealed rather marked intracellular edema and _ para- 
keratosis (figs. 5 and 6). The surface epithelium was not so compact as that 
usually found in leukoplakia. Cellular infiltration of the mucosa was slight. 





Fig. 5.—Section of buccal mucosa, showing parakeratosis and intracellular edema. Hematoxi 
and eosin stain; low power. 


Fig. 6—Section of buccal mucosa, showing parakeratosis and intracellular edema. Hemato! 
and eosin stain; high power. 
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The features of the case suggestive of buccal psoriasis were: appearance during 
childhood, along with psoriasis of the cutaneous surface ; absence of irritating factors 
(syphilis, tobacco, bad teeth), which might account for leukoplakia, the desquama- 
tion of the epithelium in loose lamellae, the rapid change and the nature of the 
changes seen in histologic sections, namely marked intracellular edema and 
parakeratosis. 

G. Nobl (Psoriasis, Handbuch der Haut- und Geschlechtskrankheiten, Berlin, 
J. Springer, 1928, vol. 7, book 1, p. 198), reviewed the difference of opinion relative 
to the existence of buccal psoriasis. Opinion seems to be about evenly divided, with 
perhaps a majority of authorities against the possibility of its existence. The 
lesions which have been diagnosed as buccal psoriasis were located in the “cuta- 
neous” region of the cheek, a linear region from the oral commissure to the wisdom 
teeth. Jadassohn (Klin. Wchnschr. 5:348, 1926), called attention to the close 
association of this region of the mucosa with the skin, and the various lesions, 
such as lichen planus and pigmentary plaques that are found there. The occur- 
rence of such marked lesions in a young person, without syphilis, a history of 
smoking, or irritating teeth, is suggestive that buccal psoriasis does exist. 


LEUKOPLAKIA BUCCALIS IN A YOUNG PATIENT WITH PSORIASIS. 


A boy, aged 18, had had psoriasis for two years. Lesions had been present on 
the back and knees, but at the time of presentation they were found only on 
the elbows. He had never noted any change in the buccal mucosa. He smoked 
cigarets. General examination, Kolmer-Wassermann and Kahn reactions of the 
blood were negative, and the urine was normal on examination. There were 
thickened, opaque, bluish-white patches on the buccal mucosa bilaterally, just 
posterior to the oral commissure. The epithelium could not be removed by a 
curet. Microscopically, acanthosis and parakeratosis, with round cell infiltration 


of the mucosa, were seen. 


Tue ROLE or YEASTS IN THE PRODUCTION OF SUPERFICIAL DERMATOSES. Read 
in abstract by Dr. E. B. Ritcure (lantern demonstration). 


This article will appear in full in a later issue of the ARCHIVEs. 





BROOKLYN DERMATOLOGIC SOCIETY 
ARTHUR M. Persky, M.D., Secretary 
March 17, 1930 

ALMORE GAUVAIN, M.D., Presiding 


A Case ror DraGnosis (DERMATITIS SEBORRHEICA?). Presented by Dr. 
Joun C. GRAHAM. 


E. P., aged 55, married, a bank clerk, had a condition of the skin which had 


been present for fifteen years. Four months previous to presentation, an abscessed 
tooth developed, and since that time the lesions of the skin had been very much 
more extensive. The patient had had numerous food tests, and had been found 
to be sensitive to poultry of various kinds. He was desensitized to these by graded 
inoculations. He presented a sharply outlined, slightly elevated, erythematous 
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eruption, beginning at the collar line, extending laterally to the axillary line and 
covering the whole of the chest, abdomen and groins, the anterior portion of the 
thighs and the lower part of the legs to the ankles. The back and arms were 
free from lesions. He had a few lesions on the face and on the eyebrows. The 
lesions had cleared up slightly in the center in places, particularly on the abdomen. 
On the chest and below the knees there was some exudation; otherwise the lesions 
were covered with greasy scales. 
DISCUSSION 

Dr. Jacos SKEER: I think it is a chronic case of seborrheic dermatitis. The 
parts involved are the seborrheic areas. The patient has greasy scales with 
erythema. The margin of the lesions is somewhat infiltrated, which probably tends 
to cause the chronicity. 

Dr. ABRAHAM WALZER: This case reminds me of the one I presented tonight. 
It is an atypical form of psoriasis. It is psoriasis which begins atypically, but 
which proves to be plain psoriasis. 

Dr. BINFORD THRONE: I cannot agree with Dr. Walzer, nor can I see any 
evidence of psoriasis. The case, as Dr. Skeer says belongs to the seborrheic 
dermatitis group, but there is an added condition or affection. All cases of this 
type that I have seen have been resistent to treatment. We have seen many 
cases of this type at the Skin and Cancer Hospital; one in a girl of 15, who 
has spent about half of her life in the hospital. She has had periods of remissions, 
but recurrence of the symptoms occur after a short time. Ravaut’s work on yeast 
infections led me to try the effect of iodin on this type of patient, and although 
it is entirely too early to draw definite conclusions as to the value of this line 
of therapy, this patient seems to have been benefited. She has been taking Yo gr. 
of iodin three times a day for two weeks. 


Psoriasis (EczEMATIZED). Presented by Dr. ABRAHAM WALZER. 


L. N., a chauffeur, aged 27, had an eruption of eleven years’ duration. He 
had been in almost every clinic in the city, and had received every kind of applica- 
tion, with the addition of the roentgen irradiation for the face. He was presented 
at this society three years ago, as having a case of infectious eczematoid dermatitis. 
At the time of presentation, he exhibited lesions on the face, chest, abdomen, thighs, 
buttocks and upper extremities. On the face and neck, there was one large area 
of a peculiar bright red color. The face was somewhat drawn and atrophic, 
probably as the result of the roentgen therapy. On the rest of the locations, the 
lesions occurred in individual areas. These areas varied in size from that of a 
pinhead to that of a silver dollar or even larger, and were covered with silvery 
white scales. The palms showed patches of exfoliation. The nails showed no 
changes. 

DISCUSSION 


Dr. Mortimer J. CANTOR: I agree with the diagnosis. The patient presents 
unquestionable psoriasis on the body. I saw one other case like this one year ago. 
This patient had an extensive exfoliative dermatitis, and along the hairline of the 
scalp she had unquestionable psoriatic scales. She was shown when Dr. Jadassohn 
was here, and he made a positive diagnosis of psoriasis. She looked exactly like 
Dr. Walzer’s patient. 

Dr. Jacop SKEER: The patient has hyperkeratosis of the palms. Would 
you call that hyperkeratosis due to psoriasis or keratosis due to drugs such 
as arsenic? 

Dr. ABRAHAM WALZER: That is psoriasis of the palms. The patient has 
been coming to the Good Samaritan Clinic for one and one-half years, and the 
strongest treatment he has ever had was 5 per cent sulphur administered externally, 
while nothing was given internally. The condition of his palms is not the result 
of the treatment. 
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Dr. Jacop SKEER: I agree with the diagnosis of eczematous psoriasis, or 
rather psoriasis and eczema. I think the man has both. The condition on the face 
and scalp is eczema, and that on the body is psoriasis. 

Dr. Brnrorp THRONE: I do not think that psoriasis was the primary condi- 
tion. The primary condition was seborrheic dermatitis. However, if the hands 
are examined carefully, keratoses will be found on the sides of the fingers and 
on the outer parts of the palms, while the central triangle of the palms are 
practically not affected by the keratotic process. According to Ehrman in Mracek’s 
“Handbuch der Hautkrankheiten,” this condition was described by Jonathan 
Hutchinson many years ago, who also described lesions resembling psoriasis as 
seen on the extensor surfaces of the fingers and on the forearms below the elbows. 
This condition is due to arsenic, and it is hardly conceivable that a patient such 
as this one, who has been treated in many clinics and hospitals for the past 
eleven years, has not at some time received arsenical medication. It is my opinion 
that arsenic is responsible for part of the condition of the skin which this patient 
presents. 

Dr. ABRAHAM WALZER: It is important to define our terms before we begin 
a discussion. What do we mean by eczematous psoriasis? By this term I do 
not mean eczema superimposed on psoriasis, but I mean psoriasis beginning as 
eczema. It is a condition beginning as eczema or with bullae or impetiginous 
lesions, but ending in psoriasis. Such forms have been described by the old 
dermatologist William Devergie. However, an eczematous psoriasis is described 
in which eczema has developed on psoriasis because of improper treatment, but 
this is not the type of case I am referring to. This patient’s lesions as they are 
progressing are psoriasis, and because this disease began in the eczematous stage, 
according to Dr. Best’s description when he first presented the patient, and has 
ended in psoriasis this case and cases similar to it are described as eczematous 
psoriasis. This case is the counterpart of the one shown by Dr. Graham. 


DERMATITIS VENENATA (PHENOLPHTHALEIN). Presented by Dr. Lovts 
CHARGIN. 


S. W., a Negro, aged 35, first noticed the eruption a year before presentation. 
Since then he has had several recurrent attacks, which always affected the older 
areas. The eruption was reddish and itched. In the course of several days, 
pigmentation which developed in the center and spread peripherally, appeared. The 
patient admitted taking laxatives that contained phenolphthalein. The lesions varied 
in size from that of a pea to that of a silver dollar. Some were isolated and 
some appeared also in groups. 


A Case For DraGnosis (Mycosis FunGcorpes?). Presented by Dr. Louis 
CHARGIN. 


Mr. L. O., a school teacher, aged 34, was always well and gave no history 
of an eruption prior to what appeared to have been a dermatophytosis of the 
hands, which was of one year’s duration. He presented a generalized eruption 
which first appeared on the fingers about one year before presentation, and then 
spread to the rest of the body. The eruption was in patches and gave the impres- 
sion of a fungus infection. Later, the eruption extended and became erythematous, 
scaly and universal. There was little itching and infiltration. Recently, small 
nodules appeared over various parts of the body. A complete blood count was 
normal, except for eosinophilia. 

DISCUSSION 


Dr. BINFoRD THRONE: There are just two things I want to say. When the 
patient was at the Skin and Cancer Hospital, he was in the service of Dr. Williams, 
and I saw him. At that time, the condition was generalized, so I do not think 
you can put that down to medication, unless he received it before he came to the 
Skin and Cancer Hospital. I consider the condition mycosis fungoides. 
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Dr. ABRAHAM WALZER: This type of cases has been exceptionally numerous 
in the last few years. There has been some suggestion that they may be due 
to the intensive intravenous medication that is so universally employed at the 
present time. These cases usually begin in one spot and spread over the entire 
body in a very short time in spite of anything one does. 

Dr. BINFORD THRONE: Referring to intravenous medication, I do not think 
it is safe to give a long-continued course of any preparation by intravenous injec- 
tion unless the patient’s condition is checked by chemical examinations of the blood 
at frequent intervals. Sodium thiosulphate, according to Goldblatt and Dennie, 
is harmless when the preparation made by alcoholic precipitation is used, but 
when the ordinary so-called chemically pure preparation is used, reactions of a 
serious nature can occur. The long-continued use of this preparation can cause 
alkalosis and can also cause an increase in the blood chlorides. When alkalosis 
occurs, further use of sodium thiosulphate aggravates the skin condition that may 
be present. We have recently checked up on this point by making determinations 
of the carbon dioxide-combining power. When alkalosis is present, we use calcium 
(afenil) intravenously. An example of the importance of this was seen in the case 
of an elderly woman who had been given injections of a gold compound for 
psoriasis; these caused a reaction for which she was given injections of sodium 
thiosulphate. Alkalosis soon developed, and the injections of sodium thiosulphate 
made the skin condition worse. Calcium was then used, and she responded favor- 
ably in a short time. 


Acnitis. Presented by Dr. ABRAHAM WALZER. 


M. K., a schoolboy, aged 16, presented an eruption scattered over the entire face, 
the back of the neck, the shoulders and the upper extremities, the chest, buttocks 
and thighs. Prior to this eruption he had had a few comedones and pustules on 
his face. The primary lesion consisted of a papule around a comedone and was 
surrounded by an erythematous halo. These lesions soon became pustular and 
crusted. On removal of the crust, a moist, oozing, somewhat depressed surface 
was present. When the lesion healed, a pitted scar remained. In some locations 
where the process had not undergone complete changes the lesions disappeared, 
leaving pigmented spots. 

DISCUSSION 

Dr. Jacos SKEER: I agree with the diagnosis of acnitis. The patient presents 
numerous scars, the size of a split pea, involving the entire forehead and the face, 
with numerous lesions on the upper part of the back. Although the boy also 
presents symptoms of acne vulgaris and comedones, the lesions themselves are 
typical of a tuberculid. 

Dr. Louts CHARGIN: By acnitis we understand a tuberculid, and I do not 
think that we are dealing with a tuberculid in this case. The patient presents 
a variety of papules, papulopustules and pustules associated with numerous come- 
dones. I regard the case as a mild grade of acne conglobata. 

Dr. ABRAHAM WALZER: Acne conglobata is a deep-seated folliculitis, which 
this boy does not show. 





DETROIT DERMATOLOGICAL SOCIETY 
H. J. Parkuurst, M.D., Reporter 
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A. E. Scuitvier, M.D., Presiding 


A Case For Dracnosis. Presented by Dr. R. C. JAMIESON. 


O. G., a man, aged 33, presented a large coin-sized sluggish ulcer with 
undermined edges above the right knee. It had appeared six months previously, 
simulating a furuncle, and following incision and drainage it had refused to heal. 
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Ultraviolet, roentgen and antisyphilitic therapy had been tried with no success. 
The Wassermann test and urinalysis gave negative results. 


DISCUSSION 

Dr. E. C. TROxELL: I consider the lesion tuberculous. Epithelial growth may 
often be stimulated by strapping an ulcer with adhesive tape. 

Dr. GEORGE VAN RHEE: The condition is probably tuberculous and not 
syphilitic. 

Dr. C. W. Benn: The possibility of endothelioma should be considered. 

Dr. R. A. C. WoLLeNBERG: The condition appears to be an infectious 
granuloma. 


CorNu CUTANEUM. Presented by Dr. C. K. VALADE. 


D. R., a man, aged 26, stated that fourteen months previously a small “wart” 
had appeared on the lower lip to the right of the midline. There was a grayish 
keratotic cone the size of a dime, firmly adherent to the underlying tissues. 


DISCUSSION 


Dr. C. K. Hastey: I accept the diagnosis. The condition is potentially 
malignant. 


A Case For Dracnosis. Presented by Dr. A. E. SCHILLER and Dr. W. G. 

SCHLEGELMILCH. 

F. M., a boy, aged 16, stated that fourteen years previously his right brow 
had been injured, with apparently complete recovery. About eight months before 
the time of his presentation, a bluish mark had been noticed on the forehead. 
It had extended and widened, forming a linear, bluish, scarlike process from the 
right eyebrow to the hairline. The Wassermann reaction was negative. 


DISCUSSION 
Dr. H. J. PARKHURST: The lesion is linear morphea, with waxy center and 
violaceous border. 


A Case For Dtacnosis. Presented by Dr. G. W. Hype. 


A. B., a salesman, aged 32, had first noticed one year previously a pruritic 
dermatitis involving the chest and arms. The condition had persisted, with 
occasional partial remissions. There was a grouped papular eruption on the 
chest, arms and thighs, with many excoriations. 


DISCUSSION 

Dr. GEORGE VAN RHEE: I consider it a case of dermatitis herpetiformis. 

Dr. H. J. Parkuurst: There are no lesions or pigmentation about the 
shoulders. It may be a case of folliculitis and neurotic excoriations. 

Dr. C. W. BeuHN: The lesions on the legs and hips are much like those on 
the chest and arms. The other day some of them looked vesicular. I believe 
that the condition is dermatitis herpetiformis. 

Dr. R. C. Jamieson: I favor a diagnosis of dermatitis herpetiformis, although 
the condition may be folliculitis and neurotic excoriations. The differentiation 
is difficult. 


A Case ror Dtacnosis. Presented by Dr. R. C. Jamieson. 


J. M., a man, aged 50, a factory worker, born in Poland, stated that his back 
had been injured in 1900, and that after that time he had had stomach trouble 
and asthma. His general health was fairly good. Six years previously small, 
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whitish, waxy, firm papules had developed on the wrists and forearms. They had 
subsided later, being followed by the development of sclerodermic areas, which 
had been slowly enlarging. On the ears and over the mastoid areas were groups 
of small, white, cartilaginous, elevated nodules, which resembled the original 
lesions on the arms. On the elbows and knees the skin was greatly thickened, 
like an elephant’s hide, inelastic, and forming deep folds when the extremities 
were extended. There was a similar condition at the angles of the mouth and 
deep fissures had formed. Between the eyebrows and at the base of the nose 
the skin had a cartilaginous texture and contained a number of small, whitish 
nodules. Over the neck and shoulders were slightly reddened areas, studded 
with small, closely set lichenoid papules. On the legs, and above and below the 
knees, there were large pigmented areas. On the arms the skin had a boardlike 
texture and showed some areas of atrophy. The urinalysis gave normal results, 
and the Wassermann reaction was negative. 
DISCUSSION 

Dr. H. L. Kerm: The condition is somewhat suggestive of scleroderma, but 
the histologic report must be awaited. 

Dr. H. J. ParKuHurst: This peculiar case resembles Hansen’s disease, with 
unusually widespread infiltration. The ulnar nerves are palpable. 

Dr. L. W. SHAFFER: I incline to a diagnosis of Hansen’s disease of an unusual 
type. There is slight anesthesia. Have nasal smears been made? 

Dr. O. M. Gruuzir: Might not hypothyroidism produce this picture? 

Dr. R. C. JAaMreson: Are the small nodules chondromas or calcareous deposits? 
After six years, lepra would show more sensory changes. The facial expression 
is due to the thickening of the skin, and not due to nodules as in lepra. The 
patient’s former injury may be related to this condition of the skin. Is it a 
generalized scleroderma with calcareous deposits? 

Dr. R. H. C. WOLLENBERG: My first thought was of Hansen’s disease, but 
the condition of the hands suggests scleroderma. There may be thyroid changes. 

Dr. E. W. NETHERTON: This is the type described by Michelson. The 
lesion on the knee might be excised, and this procedure followed by skin grafting. 
The facial lesion could be curetted. 

Dr. BARNEY: I suggest curettement under general anesthesia, and the applica- 
tion of potassium permanganate crystals to produce a slough. 

Dr. H. N. Core: This condition ‘impresses me as a case of tuberculosis 
verrucosa cutis. 


A Case For Dracnosis. Presented by Dr. BENJAMIN LEVINE. 


W. M. W., a Negress, aged 17, presented numerous small papules, some of 
which showed necrotic bases, together with pitted scars, on the chest, shoulders, 
back and arms. The eruption was of two years’ duration, and was supposed to 
have been somewhat pruritic at times. Roentgenographic studies of the chest 
had revealed no abnormality. 

DISCUSSION 

Dr. FisHer: I feel that possibilities of prurigo mitis, drug eruption and 
neurotic excoriations can be excluded, and that this is a case of papulonecrotic 
tuberculids. 

Dr. H. J. Parkuurst: I agree with a diagnosis of papulonecrotic tuberculid. 
There were also patches of lichen scrofulosorum on the trunk. 


A CAsE For D1acGnosis. Presented by Dr. H. N. Core and Dr. J. R. DRIVER. 


R. F., a man, aged 49, stated that he had had a transient eruption on his face 
at times during the past five or six years, and that two months before the time 
of his presentation, the eruption had become generalized. There was a wide- 
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spread eruption of erythematous macules, confluent on the face, neck, dorsa of 
the hands and feet. Some of the lesions were hemorrhagic. There was some 
scaling. The oral mucosa, tongue and urethra were quite red, and there had been 
moderate diarrhea. The patient had been drinking freely for several months. The 
blood cell count was 3,070,000 erythrocytes, 75 per cent hemoglobin, 5,650 leuko- 
cytes, 68 per cent polymorphonuclears, 3 per cent small mononuclears and 16 
per cent large mononuclears, 10 per cent transitionals and 3 per cent eosinophils. 
The Wassermann reaction of the blood and spinal fluid was strongly positive. 


DISCUSSION 


Dr. H. J. ParKuurst: I favor a diagnosis of disseminated lupus erythema- 
tosus, for many of the thin scales are adherent, with follicular plugs, and the 
patches on the lips are strongly suggestive of that condition. The distribution of 
the eruption and the diarrhea are somewhat suggestive of pellagra. 

Dr. La Rocco: The appearance is that of a severe toxic erythema, perhaps 
due to arsphenamine. I am not convinced that it is lupus erythematosus. 

Dr. H. N. Core: The condition at first suggested was lupus erythema- 
tosus. However, the patient had been drinking considerably, and the bright red 
color of the urethral orifice, the lingual lesion and the neuritis at that time sug- 
gested pellagra. Dr. Driver and I now believe that the condition is pellagra, for 
there has been a 50 per cent improvement with the patient on a full diet. We 
observed a similar case a month ago, with hemorrhagic lesions on the legs. 


Von RECKLINGHAUSEN’S DISEASE. Presented by Dr. H. N. Coe and Dr. 
J. R. Driver. 


A boy and his mother, both considerably subnormal mentally, presented many 
soft tumors and cafe au lait spots. The maternal grandmother, and several of 
her brothers and sisters were said to have a similar skin condition. The boy 
had an ununited fracture of the arm, which was thought to be possibly related 
to the von Recklinghausen’s disease. 


DISCUSSION 

Dr. DEWoLF: The fracture has remained ununited since August, 1929. 

Dr. BARNEY: Bone cysts may be associated with von Recklinghausen’s 
disease. 

Dr. E. W. NETHERTON: Cysts in the long bones have been reported in this 
disease, and Weiss, of St. Louis, reported scoliosis. I suggest roentgenographic 
studies of all the long bones in this case. 

Dr. DeEWotF: Osler says that in 70 per cent of these cases there is an 
associated osteomalacia, and Ewing mentions fragility of the bones. This fracture 
was traumatic, not spontaneous. 


MULTIPLE SARCOID GRANULOMAS OF THE SKIN, OF UNDETERMINED ORIGIN 
(KLAUDER). Presented by Dr. H. N. Core and Dr. J. R. DRiver. 


Case 1—W. M., a Negro, stated that early in 1926 he had first noticed an 
eruption on the right side of the mouth. During a period of eighteen months 
it had extended, involving the face, neck and penis, and it had persisted, with 
more or less itching, and with periods of exacerbation and of partial remission. 
There were large numbers of round or angular papules the size of a pinhead, 
especially about the eyes, nose, ears and neck, and about the hairline of the fore- 
head, with some tendency toward linear confluence and to lichenification. On 
the penis and pubes there were smaller discrete lesions. Similar lesions were found 
in the mucosa of the nose, lips, right cheek, hard palate and conjunctiva. There 
was marked enlargement of the lymph nodes, with confluence and matting in the 
femoral and inguinal regions. There were about thirty subcutaneous nodules, 
scattered over the upper and lower extremities, which had first been noticed in 
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February, 1930, and which at first had been painful. The Wassermann reaction 
as well as the tuberculin reaction had been repeatedly negative. Roentgenograms 
of the chest showed hilus shadows suggesting infected glands. The biopsy report 
on the papules had been that the condition was an acute tuberculous inflammation 
with miliary tubercles. Gold sodium thiosulphate had been administered, but the 
condition had remained unchanged. 

CasE 2.—S. W., a Negro, had first noticed “lumps” in the neck in December, 
1928. These had become crusted, and others had appeared on the trunk, genitals, 
thighs, legs, and finally on the face, the generalization of the eruption having 
occupied a period of five or six months. The lesions were round papules about 
the size of a pinhead, mainly discrete on the face, neck, elbows, knees and lower 
legs, with a tendency to the formation of plaques in other areas. Some were 
lichenified and some seemed umbilicated. There was a peculiar predominance of 
lesions about the eyes, nose, mouth, ears, anus and prepuce, and the buccal, con- 
junctival and nasal mucosae were involved. There was some pruritus. Scattered 
over the extremities were numerous subcutaneous nodules, having no apparent 
connection with the generalized eruption. The inguinal and femoral lymph nodes 
were enlarged, matted together, freely movable and not tender. The Wassermann 
reaction had been positive once and negative on several other occasions. ‘The 
tuberculin reaction was positive (1: 1,000). Roentgenographic observations sug- 
gested chronic fibrous pulmonary tuberculosis. No tubercle bacilli had been found 
in several examinations of the sputum. Guinea-pig inoculations with material 
from cutaneous and subcutaneous lesions were negative for tuberculosis. The 
biopsy report on the subcutaneous nodules and cutaneous papules had been chronic 
granuloma. Under treatment with arsphenamine compounds, mercury and potas- 
sium iodide, there had been some initial improvement in all of the lesions, followed 
by a state of resistance to this therapy. 


DISCUSSION 

Dr. H. N. Cote: These two patients have been under observation for six 
months and a year, respectively. 

Dr. W. D. Barretr: Dr. Klauder, of Philadelphia, had a similar case, with 
peculiar sarcoid-like lesions. All tests for tuberculosis were negative in his case, 
and the patient later died of miliary pulmonary tuberculosis. That case was 
almost identical with these two. 

Dr. DaLtton: The older man has chronic fibrous pulmonary tuberculosis, 
while the younger man does not. 

Dr. R. E. BARNEY: Three years ago I presented a patient with miliary cuta- 
neous tuberculosis of the face, whose tonsils were found to be tuberculous. There 
was no improvement after removal of the tonsils. 

Dr. H. N. Cote: We have been unable to find tubercle bacilli, and guinea-pig 
inoculations from subcutaneous nodules from the older man were negative. At 
first we considered diagnoses of syphilis or sarcoid, but these cases are just like 
Klauder’s peculiar sarcoid-like granuloma of the skin. 


Fox-Forpycre DIsEAsE (?). Presented by Dr. L. J. Carson. 


A girl, aged 20, had had itching about the axillae, nipples and pubes for 
eighteen months. There were follicular papules in each area, most numerous in 
the axillae. The condition did not respond to treatment of six or seven quarter- 
unit doses of roentgen rays. 


DISCUSSION 
Dr. E. W. NETHERTON: I found no evidence of pediculosis. There were 
no definite, discrete papules in the axillae, and no loss of hair, as one would 
expect to find in Fox-Fordyce disease, but that diagnosis may be correct. 
Dr. H. T. Puitiips, Wheeling, W. Va.: The condition looks more like neuro- 
dermite, possibly following pediculosis. 
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Dr. GILLESPIE: Fox-Fordyce disease is sometimes considered a form of 


neurodermite. 

Dr. H. J. Parkuurst: I agree with the diagnosis of Fox-Fordyce disease. 
The condition is chronic, itching and papular, and there seems to be no other 
explanation. 

Dr. E. W. NetHertTON: I have seen the condition clear up after the removal 
of a toxic goiter. 

Dr. T. Misky1An: I consider this a case of neurodermite rather than Fox- 
Fordyce disease. The pathologic factors are different. 

Dr. C. L. Cummer: Fox-Fordyce disease is considered histologically typical, 
and therefore a biopsy study would settle the question of diagnosis in this case. 
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A Case For Dtacnosis. Presented by Dr. E. A. OLIVER. 


A boy, aged 914 years, weighing 29 pounds (13.2 Kg.), was very much under- 
sized and underweight. He presented telangiectasia with reticulate pigmentation 
and atrophy of the face. The nose seemed small and the skin over it was atrophied. 
There was hyperpigmentation of the skin of the abdomen, and a reticular pigmented 
atrophy on both legs and over the arms and the backs of the hands. Spots of 
atrophy were seen on the knees, and punctate keratoses on the heels, knees and 
palms. This condition had been present since the age of 5 months. 

A brother, aged 17, was said to have the same condition. Two other children 
were living and well; three had died, one of summer complaint and two of con- 
vulsions, one at 5 months and the other at 9 months. 

The patient’s right testis was removed at the age of 8 months; the left testis 
became involved one month before presentation. 

The blood count revealed: white cells, 10,800; red cells, 3,400,000; hemoglobin, 
70 per cent; differential count: polymorphonuclears, 70 per cent; lymphocytes, 
30 per cent. 

DISCUSSION 

Dr. H. J. Wite: I think that these cases are very unusual and apparently 
both are examples of some dystrophy resulting in infantile dwarfism. I think 
that the changes in the skin have some relation to the mild form of xeroderma. 
The absence of eyelashes and the pigmentary changes in the face and arms are 
striking. 

Dr. W. A. Pusey: The picture is new to me. I agree with Dr. Wile as 
far as his saying that some familial dystrophy is in evidence, but I could not 
see any close resemblance to xeroderma pigmentosum. There are deficiencies 
of the bone that are certainly unusual. The thumbs are normal in shape, but are 
hardly half the normal size. I did not find any photophobia and I should not wish 
to link them, even in an indefinite way, with the dystrophy that we see in xeroderma 
pigmentosum. 

Dr. Paut A. O'LEARY: In the differential diagnosis I also thought of the 
possibility of a mild degree of congenital ectodermal defect. The older boy 
said that he perspired only on the head, and his hands are suggestive of such a 
developmental defect. I agree with Dr. Wile that these cases are manifestations 
of xeroderma pigmentosum, rather than congenital and ectodermal defects. 

Dr. W. A. Pusey: So far as the manifestations of the skin go, I think that 
they are in the ichthyosis group and not in the same class with xeroderma 
pigmentosum. 
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Dr. E. A. OLIveR: These patients were presented through the courtesy oi 
Dr. Joseph Brennemann, although he has not seen the older boy and neither had 
I until this afternoon. The younger patient has been at the Children’s Memorial 
Hospital for two weeks, but nothing definite has been found. The right testis 
was removed two years ago because of tuberculosis. Dr. Kretschmer says that 
the remaining one is not tuberculous. I do not believe that these are examples 
of xeroderma pigmentosum, although I thought of that. When I saw the smaller 
boy last Saturday I thought that he had familial dystrophy, with some features 
resembling xeroderma pigmentosum and some resembling poikiloderma. Since 
seeing the older boy, I believe it to be a case of familial dystrophy. 


Lupus ERyTHEMATOSUS DiIssEMINATUS. Presented by Dr. THEODORE Corn- 
BLEET (by invitation). 


Mrs. H. W., a white woman, aged 24, was first seen a week before presentation 
for an eruption on the face, neck and upper extremities. The condition had been 
present for three months, during which period she had been pregnant. There had 
been two previous normal pregnancies, the children from which were living and 
well. No manifestations of the skin or abnormal symptoms referable to any other 
organ or system had accompanied these pregnancies. There had been no mis- 
carriages. The patient said that she had had an eruption similar in every respect 
to the one presented, except that it was milder, for three months in 1929, and 
that it had involuted without leaving any marks. The eruption presented appeared 
in January, 1930. She had suffered from arthritis of both the small and the large 
joints for two years; with each attack the affected joints became swollen and 
painful and red blotches appeared on the palms. The arthritic attacks ceased 
when the present eruption of the skin appeared. At intervals there had been 
symptoms referable to the throat. Seven years prior to presentation she had 
undergone thyroidectomy for relief from dyspnea. There was nothing else in 
her past history relevant to her present trouble. 

The eruption appeared on both cheeks as red patches, which spread over the 
nose. This was followed several weeks later by the rapid dissemination of the 
eruption over large portions of the face and neck, the flexor and extensor surfaces 
of the upper extremities, as high as the elbows, and the upper portion of the 
chest. This dissemination was not accompanied by chills, fever or any marked 
illness. There had been a decline in weight and strength until the patient found 
it difficult to get about. 

The eruption consisted of crusted patches of dermatitis on the face and a scaly, 
vesicular dermatitis in intervening areas extending down over the neck onto 
the upper part of the chest, and also including the forearms, wrists and backs 
of the hands. Cyanotic macules were present on the palms. The rest of the 
skin was free from lesions, as were the mucous membranes. 


DISCUSSION 

Dr. OvttveR S. Ormssy: I thought that the condition was disseminated lupus 
erythematosus. 

Dr. F. E. SeEnear: Dr. Cornbleet was particularly eager to have an expression 
of opinion as to the relation of this disorder to pregnancy, and whether any 
interference with pregnancy was indicated. 

Dr. H. E. Micnetson: It has been reported and is well known that many 
patients with lupus erythematosus are photosensitive, and it is also known that 
in pregnancy the liver is often disturbed and may produce photosensitizing sub- 
stances. It appears to me that the patient is very ill, and I would seriously 
consider interrupting the pregnancy. 

Dr. Davip LresBertTHAL: I do not believe that interruption of the pregnancy 
will stop the progress of the disease. I have seen cases of so-called herpes 
gestationis, and in one of these the pregnancy was interrupted but the disease 
continued. I think that interruption of the pregnancy in this case may lead to 
an aggravation of the condition. 
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Dr. Paut A. O'Leary: I agree with Dr. Lieberthal’s suggestions. <A 
similar case was presented at the annual meeting of this society three years ago, 
which Dr. Stillians informed me resulted fatally shortly thereafter. I have seen 
two fatal cases of lupus erythematosus disseminatus which followed shortly after 
the birth of a child. I do not believe that interruption of the pregnancy will 
save the patient’s life. 

Dr. F. E. Senear: I think that the condition is lupus erythematosus dis- 
seminatus, but am of the opinion that if the patient continues to decline as she 
has been doing interruption of the pregnancy is indicated. 


A Case For D1aGNnosis (EpITHELIOMA? GRANULOMA MycotTicuM?). Presented 
by Dr. CLarK W. FINNERUD. 


A laborer, aged 43, was first seen at the Central Free Dispensary by Dr. 
Mitchell and Dr. McEwen because of a lesion involving the entire lower lip. He 
was first seen on Feb. 5, 1930, at which time he stated that the disorder was of 
three months’ duration. In his estimation, it began as a cold sore, and within 
two or three weeks the entire lower lip was involved by the crusting process. 

At the time of the first examination the entire lower lip was heavily crusted, 
markedly swollen, especially its left half, indurated, though not very hard, and 
somewhat papillomatous. The crust was thick and tightly adherent, appearing and 
feeling somewhat like a keratosis, and was removable only with difficulty. It was 
largely removed by soakings and curettage, and beneath it the tissue was papil- 
lomatous. The process extended to the adjacent mucous membrane of the lower 
lip for 1 or 2 cm., being most marked in the vicinity of the left angle of the mouth. 
Whitish puncta resembling miliary abscesses were present on the mucous membrane 
of the lower lip, but no pus was obtained on puncture. On microscopic examina- 
tion they were found to be composed for the most part of epithelial cells. 

About three weeks after the patient’s first visit, a deep abscess the size of a 
walnut, developed on the left side of the chin, its upper margin being about 2 cm. 
below the angle of the mouth. The abscess was opened and about one-half 
teaspoonful of pus was obtained. Following this procedure there was a rather 
rapid spread of the inflammatory process in the vicinity of the left side of the 
mouth, chiefly on the chin, the tissue here becoming diffusely reddened, indurated 
and the site of a dozen or more superficial and deep papules and nodules, some 
of which were pustule-capped. At this time slight submaxillary lymphadenopathy 
of the left side was first noted. Since the institution of treatment shortly after 
the first observation, the process had gradually become more marked, especially 
in the mucous membrane of the left commissural involvement. 

The lesion was first thought to be a fungous granuloma rather than a carcinoma, 
and treatment had been carried out for that condition. The patient had received 
six injections of neoarsphenamine at intervals of from three to six days and 
potassium iodide in saturated solution up to 50 drops four times daily, in addition 
to intravenous injections of sodium iodide, in increasing dosage to 90 grains 
(5.95 Gm.) daily, for the past two weeks. He had had three roentgen treatments 
at two week intervals, each consisting of two skin unit doses; an aluminum filter 
of 1 mm. was used 

A biopsy performed on February 6 in the surgical dispensary showed marked 
epithelial proliferation and dense round cell, plasma cell infiltration. This was 
thought by some experimenters to be a prickle cell epithelioma and by others 
to be compatible with the changes seen in an early mycotic granuloma. At this 
time sodium hydroxide was used, and preparations from three pinhead-sized abscesses 
on the mucous membrane side of the lower lip showed numerous mycelial filaments 
and spores in each preparation. Later attempts to recover these organisms were 
unsuccessful. 

When sodium hydroxide was first used, round and budding yeastlike organisms 
but no mycelia were demonstrated in the pus. These organisms were not demon- 
strable by this method at two later examinations of such lesions. When sodium 
hydroxide was used, pus from the first abscess on the chin showed what were 
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taken to be round and budding yeastlike organisms, and cultures from this material 
grown on Sabouraud’s medium showed staphylococci in abundance and two brownish 
yeast colonies. Cultures recently taken from similar abscesses were negative for 
fungi, although they were but four days old. 

This case was demonstrated for diagnosis and for suggestions as to treatment. 

DISCUSSION 

Dr. H. R. Foerster: I think that both mycotic granuloma and epithelioma 
should receive consideration. The rapidity of growth of the lesion, the predom- 
inantly pustular element with numerous abscess formations and the comparative 
softness and elasticity of the tissue to palpation would be arguments against the 
diagnosis of epithelioma. In some mycotic granulomas the epithelial hypertrophy 
is often so marked that a histologic diagnosis of squamous cell epithelioma may 
be made by a competent pathologist. On the other hand, this patient might have 
an epithelioma with ulceration and with a secondary infection with the yeast fungus 
or other organism. The finding of accumulations of epithelial cells in the lesions, 
which clinically resemble miliary abscesses, is a point against blastomycosis. | 
offer a tentative diagnosis of mycctic granuloma. 

Dr. F. E. SENEAR: I was much interested in this case for it recalled one 
we showed last spring. That patient had nodular lesions over the face with a 
suggestion of sinus formation. The tongue was large; it was not fixed but was 
difficult to move on account of its size. There was infiltration down the neck, 
and a blastomycetic organism was recovered from that area. At the time he 
was shown, the opinion was that it was carcinoma and that the other observations 
were secondary. Under treatment with potassium iodide, he showed rapid improve- 
ment, although he is still under observation and has recently developed an abscess, 
the size of a hen’s egg, in the temporal region. The tongue is almost normal, 
and the woody hardness has disappeared. I think that it would be much more 
rational to treat the patient presented for a mycotic condition first. 

Dr. W. A. Pusey: I thought that the process was infection. It appeared 
to me as an infectious granuloma of rather low virulence rather than carcinoma. 

Dr. E. P. ZetsterR: The condition impressed me as being a malignant 
carcinoma or possibly a sarcoma with some secondary infection with a mycelial- 
like organism. I do not think that it is blastomycosis, although actinomycosis 
occurred to me. I think that a biopsy should. be attempted. 

Dr. O. H. Foerster: I suggest that the patient be treated tentatively with 
a compound solution of iodine. 

Dr. CLARK W. FINNERUD: I think that the right half of the lip has improved 
under treatment but the activity on the left side, particularly in the vicinity of the 
angle of the mouth, has been progressive. 

Dr. H. E. Micuetson: I think that there should be further microscopic study, 
and I believe that a biopsy from the inner side of the mouth would settle the 
diagnosis without difficulty. 

Dr. RuBEN NOMLAND: I believe that I have seen this patient from the time 
the lesion appeared. At first we thought of carcinoma; then Dr. McEwen called 
attention to the miliary abscesses and suggested a mycotic infection. Dr. Finnerud 
was then able to demonstrate mycelia and spores, and I believe that it is a mycotic 
infection. It has spread in spite of intensive iodide therapy. We have had one 
patient with blastomycosis of the larynx whose condition has practically cleared 
up with the intravenous administration of sodium iodide, when iodide given by 
mouth did not bring results. 

Dr. H. E. Micwetson: On many occasions I have seen miliary abscesses 
around spreading carcinoma of the mouth. 

Dr. M. H. Evert: I do not think that a diagnosis of carcinoma could be made 
from the section I saw, and there was a striking absence microscopically of what 
one would expect to find in a mycotic lesion. 
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Dr. CLEVELAND Wuite: Did the culture show anything? I saw a child some 
time ago with somewhat similar lesions, which proved to be thrush, and which 
had become a deep invader in the contiguous lymph nodes. 


Dr. CLARK W. FinnerRup: I have attached no particular weight to the 
observations obtained with the use of sodium hydroxide or the lack of cultural 
fungus. My first impression was that the lesion was mycotic, and I felt that the 
patient should have a thorough trial with iodide, neoarsphenamine and roentgen 
therapy. I shall take another biopsy, as has been suggested, as I was unable to 
make a definite diagnosis of epithelioma from the first one. 


DISSEMINATED Lupus EryTHEMATOSUsS. Presented by Dr. E. A. OLIVER. 


A man, aged 45, had had a discoid patch of lupus erythematosus, the size of 
a quarter, on the right cheek since 1918. In July, 1929, an eruption began on 
the nose, spreading to the cheeks and then to the sides of the neck and the scalp. 

There was a discoid patch of lupus erythematosus, the size of a quarter, on the 
right cheek, with superficial patches on the nose and under the eyes. There was 
a pinkish-red, reticulate, macular eruption on the scalp and forearms, while on 
the palmar aspects of the fingers, palms and lobes of the ears, there were bluish- 
red, purpura-like, macular lesions. At the commissures of the mouth the buccal 
mucous membranes were involved, and the lips were very painful, slightly ulcerated 
and heavily crusted. 


PERIFOLLICULAR ATROPHY (POSTSYPHILITIC). Presented by Dr. CLEVELAND 
WHITE. 


A man, aged 21, a truck driver, presented round and oval, symmetrical, elevated, 
atrophic areas on the chest, abdomen and back of one and one-half years’ duration. 
There had been no subjective symptoms. These areas were noted after the appear- 
ance of a generalized papular eruption of similar distribution, which followed a 
penile lesion. The Wassermann reaction of the blood was negative. 

The original lesions did not recede, the color being the only change noted by 
the patient. In addition, he presented discrete, erythematous, scaling areas on the 
upper extremities, and a papulonodular eruption of the face associated with 
comedones. 

A biopsy had recently been taken. 


DISCUSSION 


Dr. M. H. Expert: I think that this is an interesting case because two types 
of lesions are present. On the back there are split pea-sized lesions which have 
ballooned out, the type commonly associated with syphilitic macular atrophy, but 
on the chest and in other areas the lesions are follicular. It would be interesting 
to know whether the secondary syphilis was of the lichenoid type. That would 
perhaps explain the lichenoid character of the atrophic areas. 

Dr. E. P. ZEISLER: This is an excellent example of macular atrophy, although 
the atrophy is follicular. The eruption must have been a grouped follicular syphilid. 

Dr. W. A. Pusey: Is there a definite history of an active secondary syphilid? 

Dr. CLEVELAND WuiteE: The patient said that the lesions remained as they 
were except that the color changed. 


PITYRIASIS LICHENOIDES CHRONICA. Presented by Dr. A. W. STILLIANs. 


An American boy, aged 11, complained of a skin eruption of four years’ dura- 
tion. No illness or sensory disturbance was connected with the condition. 

Inspection revealed dull red to pale yellowish-pink maculopapules over the entire 
body with the exception of the scalp, face, hands and feet. The individual lesions 
were round or oval, from 0.2 to 0.5 cm. in diameter, covered by fine loose scales. 
The majority were confluent, in some places forming a reticulum about islands 
of normal skin. 
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A Case For Dracnosis (Frsrous NopuLeEs, SYPHILITIC). Presented by Dr. 
E. P. ZEISLER. 


A white man, aged 60, presented multiple firm, yellowish, cartillaginous, walnut- 
sized tumors which apparently were connected with the tendon sheaths of the palms. 
He said that they had been present for fifteen years. He also had enormous sub- 
cutaneous tumors of both buttocks, each the size of a pear, which were very hard, 
freely movable and not connected with the skin. Several similar lesions were seen 
along the extensor tendons of the elbows. 

The patient had a severe case of diabetes, with a blood sugar of 220 mg.; 
cholesterol, 205 mg.; urinary sugar, 4 plus, and specific gravity of the spinal 
fiuid, 1.037. The quantitative sugar had not been determined. 

The Wassermann and Kahn reactions of the blood were both 4 plus. 

Examination of the blood showed: red cells, 4,700,000; white cells, 10,400; 
hemoglobin, 80 per cent; differential count: polymorphonuclears, 49; small mono- 
nuclears, 46, eosinophils, 3, and basophils, 2. 

Permission for a biopsy had been refused. 


DISCUSSION 

Dr. Ottver S. Ormssy: About fifteen years ago I saw a patient with solid, 
fibrous lesions a good deal like those on the palms, elbows and forearms. He 
had palmar keratoderma that resembled syphilis, so we made a test but found the 
Wassermann reaction negative. After a time the lesions became so large that 
they were removed surgically. A second lot developed some years later and 
these were also removed surgically. About a year ago the Wassermann reaction 
became positive, which was discovered through a general examination. At that 
time a third lot of lesions had developed. The patient was then given arsphenamine 
therapy, and all of the nodules cleared up. I should think, because of the strong 
resemblance of these two cases, that syphilis might be the etiologic factor in the 
case presented. ; 

Dr. H. E. Micuetson: Dr. Sweitzer had a similar case and found that the 
older lesions did not respond well to therapy. I think that the lesions in the 
buttocks will respond better than those about the palms and the elbows. 

Dr. O. H. Foerster: I think that the condition probably belongs in the group 
of fibroid syphilitic nodules first described by Jeanselme, of which Dr. John Lane 
has recently reported cases. They are not always juxta-articular. 

Dr. W. A. Pusey: I think that the condition is not uncommon. Such tumors 
are occasionally seen on the elbow and in some cases are the result of trauma. 
1 am not willing to agree that syphilis is the universal cause. 

Dr. J. H. MitrcuHetc: I have had a patient under observation for some time 
with what corresponds to the juxta-articular node on the elbow. This lesion 
has not responded to arsenical treatment. 
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ERYTHEMA MULTIFORME.. Presented by Dr. J. FRANK FRASER. 


In a man, aged 53, changes in the skin first appeared in February, 1929, as 
ring-shaped erythematous lesions situated on the abdomen and on the back. The 
case was presented as an example of erythema multiforme figuratum perstans. 
There was no history of the ingestion of drugs. 
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DISCUSSION 


Dr. WALTER J. HicuMAN: I agree with the diagnosis. I have no idea why 
the eruption is present. I have seen cases of this sort in patients with false teeth 
and no tonsils. 

Dr. FrED WIsE: Have you tried injections of whole blood? 

Dr. WALTER J. HiGHMAN: It might help to give calcium intravenously. 

Dr. GeorcGE M. MacKere: I should first try a more simple treatment. 
Eruptions due to drugs have been ruled out, | understand, so that the condition 
is probably one of erythema multiforme due to toxemia of some sort. It may be 
intoxication from the intestines, so I should attack the alimentary canal. Empiri- 
cally, I should give either laxatives or a short course of colonic irrigations. Foci 
of infection should be eliminated. I should try these simple measures before 
resorting to calcium chloride urea, protein therapy and other such measures. 


DERMATITIS HeMmostTaTICA. Presented by Dr. J. FRANK FRASER. 


A man, aged 31, presented a typical erythematous and purpuric eruption on the 
legs. The duration of the condition of the skin was three years. The patient’s 
history was unimportant, with the exception of a severe attack of scarlet fever 
at 5 years of age. Pathologic examination showed nonspecific infiltration and 
considerable thickening of the blood vessels. 


DISCUSSION 

Dr. Henry H. WuitrenouseE: I agree with the diagnosis. 

Dr. GEoRGE M. MacKEE: I also agree with the diagnosis. While the cause 
of the eruption may be complex-cardiovascular disturbance, renal dysfunction, 
and other factofs—possibly deep varicose veins may be a contributing cause. 
I thought that I noted varicose veins when the patient was standing. The case 
should be investigated from a general medical standpoint, but in any event I should 


support the circulation of the legs with elastic stockings. 


Dr. WALTER J. HiGHMAN: The man has a history of scarlet fever as a child. 
I should be inclined to ascertain whether he has hypertension. The urine and 
blood pressure should be examined. The reason I inquired whether he had ever 
had scarlet fever was the striking picture on the slide, showing the thickened 
walis of the arterioles. He may have deep-seated varices, as Dr. MacKee sug- 
gested, but it seems more likely to me that the disease is in the arterial walls. 
The patient is only 31 years old, which is rather young for such changes as are 
indicated in the slide, unless they are referable to an early and serious infection, 
such as scarlet fever. His kidneys and blood vessels should be examined with 
that in mind. 

Dr. GEorGE M. MacKee: Sometimes in patients who are susceptible to this 
sort of disturbance, tight garters, 10 fact, anything that will interfere with the 
circulation, will precipitate the eruption. 

Dr. J. FRANK FRASER: I doubt whether tight garters or varices would be 
capable of producing the changes in the small vessels that are apparent in this 
case. I shall report on the analysis of the urine, in accordance with Dr. High- 
man’s suggestion, at the next meeting. 


DERMATITIS MEDICAMENTOSA (?). Presented by Dr. EuGeNe F. TRravus. 


Miss A. L. M., aged 26, a stenographer, born in Brooklyn, had had an enlarged 
thyroid for ten years, and had suffered from chronic constipation. Her skin 
trouble began, about six months previously, on the knees and thighs as a small 
papular eruption which became purplish and brownish-red as it grew older. In a 
later stage, scaling appeared. New lesions continue to appear. Though most of 
the lesions remained for months, some disappeared in a few days. The eruption 
as presented was generalized, the greater portion of the body (face and hands 
excepted) being affected. The Wassermann test gave negative results. 
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The blood chemistry showed: sodium chloride, 458.5; sugar, 100.4 mg.; uric 
acid, 9.9 mg.; and urea nitrogen, 1.54 mg. 

The patient stated that for the past three or four years she had been taking 
agarol at irregular intervals, and that very shortly before the appearance of the 
eruption she had taken it daily and had continued to do so up to the time of 
presentation. Pathologic slides were obtained at the last minute and were 
presented. The picture suggested parapsoriasis lichenoides. 


DISCUSSION 

Dr. JoserpH J. ELLER: I think that it is a case of parapsoriasis. 

Dr. FreED Wise: I also think that it is parapsoriasis. 

Dr: WALTER J. HicGHMAN: I agree with Dr. Wise and Dr. Eller clinically; 
histologically, the eruption suggests pityriasis lichenoides chronica of Juliusberg. 

Dr. Epwarp A. MALoNeEy: I think that it is parapsoriasis. I cannot see 
any indication of phenolphthalein dermatitis. 

Dr. GEORGE M. MacKeEeE: I scratched the papules gently and found micaceous 
scales. That feature is not often found in lichenoid parapsoriasis, so I thought that 
the case might be one of psoriasis, but under the microscope I see that it is 
pityriasis lichenoides chronica. 

Dr. J. FRANK FRASER: I agree with Dr. MacKee’s interpretation of the 
histologic picture. 

Dr. Paut E. Becuet: If the case is one of psoriasis, it is of an unusual 
type. Some of the lesions are distinctly scaly and, to my mind, indistinguishable 
from an early psoriasis. I should not be willing to eliminate the diagnosis of 
psoriasis without further observation. 

Dr. E. F. Traus: I saw this patient for the first time about five days ago, 
and have just received the histologic report. My impression was that there was 
a definite evolution of lesions, starting with a distinctly elevated papule somewhat 
suggestive of an urticarial wheal, but with not nearly the intense edema associated 
with a true wheal. In the course of development, the papule flattens out and 
becomes distinctly purpurish in its central portion, the color changing from that 
of a light red to a dark purplish red, and later to brown. During this stage of 
transition, scaling develops in a majority of the lesions, particularly in those on 
the lower extremities. Some of those on the upper part of the chest and neck 
have not developed scales at any time. Some of the lesions have been present 
for a considerable period of time, but most of them appear and disappear rather 
quickly. It is possible that the patient presents two different conditions, because 
it was my impression that the scaling that can be produced on scratching was not 
an essential feature of the eruption. Though this picture does not fit in with my 
idea of the usual phenolphthalein eruption, I feel nevertheless that this should be 
given serious consideration in view of the definite history of the use of this drug 
over a prolonged period of time before the appearance of the present eruption. 
As against the diagnosis of parapsoriasis, there are the papular or urticarial-like 
primary lesions, some of which disappeared in a comparatively short time without 
scaling, and the purpuric character of many of the other lesions. Unless the 
microscopic observations are absolutely conclusive, the case will have to be 
watched before a definite conclusion may be drawn. 


ANGIOSARCOMA. Presented by Dr. FRED WIsE. 


Mrs. W. L., a housewife, aged 41, presented by courtesy of Dr. John Harris, 
was first seen on Oct. 12, 1928, at which time she presented a bluish-black nodule 
the size of a hazelnut on the back of the middle third of the right thigh; it was 
elevated about 2 cm. An area of 10 cm. in diameter around this lesion was 
infiltrated with several distinct deep-seated nodular masses, distinctly palpable. 
In this area were also numerous purpuric discolorations. 
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The central nodule was excised with surgical diathermy and examined by Dr. 
Satenstein, who made a diagnosis of angiosarcoma of the large spindle cell type. 
The patient was then referred to Dr. John Remer for deep roentgen therapy, and 
received four massive exposures. She did not report for observation or further 
treatment until March 17, 1930, at which time she presented the same picture as 
before, except that in the center where the original tumor was, there were three 
bluish-black pea-sized nodules. 

DISCUSSION 

Dr. GeorGeE M. MacKee: I am sorry that Dr. Wise did not bring the slide, 
for it is important to establish a definite diagnosis. Angiosarcoma is not sup- 
posed to be highly malignant except in infancy. Assuming that the condition is 
an angiosarcoma and that it is spreading, I am in doubt about the therapeutic 
procedure. However, I favor radical surgical excision, removal of a large amount 
of tissue—deep and wide—and filling in with a skin graft or flap. I should favor 
that method first rather than amputation. 

Dr. Joun E. Lane: I agree with what Dr. MacKee has said. 

Dr. WALTER J. HiGHMAN: I should go further than Dr. MacKee. Because of 
the established effect of roentgen therapy on vascular dilatations, I should hesitate 
before using the roentgen rays. 

Dr. Henry H. WuiIteHouseE: I agree that it is an angiosarcoma, and I 
agree with the advice for radical excision, followed by a flap or skin graft. 

Dr. Frep Wise: I have nothing to add, and will report the discussion to 
Dr. Harris. 


SARCOID. Presented by Dr. E. F. Travus. 


Mrs. M. W., a colored housewife, born in this country, gave a history of having 
had blood injections for “bad” blood before the birth of her baby. She also had 
had some form of intravenous treatment for a severe case of arthritis. The 
eruption presented began two years previously. She exhibited nodules on the 


face, legs, arms and fore-arms. The lesions varied in size from that of a pinhead 
to 2 and 3 cm. in diameter, the color being reddish blue to dark brown. Some 
of the larger lesions showed central depressions, but there was no evidence of 
necrosis. It was difficult to tell whether some of the lesions on the forearms, 
which followed the insertion of a needle at the time she received her injections, 
were keloids or sarcoids. 

The Wassermann reaction on March 5, 1930, was one plus. The pathologic 
diagnosis was sarcoid. “Section shows an infiltration of pale staining cells scat- 
tered throughout the corium. These cells are sharply localized and separated in 
groups from each other by connective tissue fibers. There is no inflammatory 
reaction between these islands. The islands surround the hair follicles in places.” 


DISCUSSION 


Dr. Henry H. WuitenouseE: It is difficult to make a diagnosis on the basis 
of one clinical examination, but in all probability the condition is sarcoid. 

Dr. Joun E. LANE: I agree with Dr. Whitehouse. 

Dr. Frep Wise: My first impression was that the lesions on the arm were 
keloids, but on close scrutiny I was impressed by the color, which was that of 
apple jelly. I have the impression that all of the lesions are sarcoid. 

Dr. WALTER J. Hicuman: I think that it is a case of sarcoid with various 
modifications, as already mentioned. It is not quite fair not to exclude syphilis 
more rigorously. We know that the patient has had treatment for syphilis, but 
not sufficient to exclude that disease. The subcutaneous nodules may be sarcoid 
or tuberculosis, but we dermatologists are getting more and more familiar with 
the not infrequent syphilitic subcutaneous nodules and the resemblance of syphilis 
to tuberculosis. Here is a patient with a history of syphilis who has had inade- 
quate treatment. It is only fair to consider the idea of syphilis more seriously 
than has been done. 
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Dr. Georce M. MacKEeE: I think that the lesions on the arms are probably 
keloids. Early keloids, especially in the negro, are very apt to be soft and velvety, 
brown and not telangiectatic, and they may resemble sarcoid. I agree that the 
other lesions look like early lupus vulgaris and sarcoid. I examined the slide. 
The picture is suggestive of sarcoid. The condition is certainly not lupus vulgaris. 
I agree with Dr. Highman that syphilis must be seriously considered. Dr. Ander- 
son, who is a good pathologist, examined the slides, and I ask the chairman to 
call on Dr. Anderson to give us his interpretation and opinion. 

Dr. Epwarp J. MALoney: I am inclined to agree with the diagnosis of 
sarcoid for all the lesions. 

Dr. NEtson P. ANDERSON: It is my impression that when tuberculous con- 
ditions occur in the negro, the microscopic picture is typical. Dr. Highman reached 
the same conclusion as I, but by a different method. Microscopically, the lesions 
are certainly not sarcoid. There are one or two areas of grouped epithelioid 
cells that look somewhat like tubercles, but no giant cells. The relationship of 
the blood vessels to the grouped cellular infiltrate is not seen in typical sarcoid. 
Hence, from the atypical microscopic picture, I believe that syphilis ought to be 
considered. 

Dr. J. FRANK FRASER: In my opinion, the histologic picture approaches more 
nearly that of sarcoid than of syphilis. 


Dr. WALTER J. HIGHMAN: My opinion of the slide was substantially expressed 
by Dr. Anderson. Whereas many of the features of the section were those of 
sarcoid, nevertheless the vascular changes that were present were so profound in 
the sense of suggesting syphilis that microscopically, as well as clinically, syphilis 
cannot be excluded. I saw no giant cells, which is against the diagnosis of tuber- 
culosis; but the presence of giant cells would not exciude syphilis. There were 
no plasma cells. The vascular changes were most significant, and thus on the 
histologic evidence syphilis cannot be excluded. I understood this to be Dr. 
Anderson’s view also. 

Dr. EuvGene F. Traus: It was my impression in the clinic that the lesions 
on the face were definitely sarcoid. We were not at all certain about those on 
the arms; they might be either keloids or sarcoids. If possible, one of these 
will be removed for examination. We thought that the subcutaneous fibrous 
lesions on the outer aspect of the arms were probably syphilitic in origin. There 
is no question but that the patient still has syphilis, and needs to be treated for it, 
as she has never had adequate treatment and is not cured. 


LicHEN PLANUS OF THE MouTH. Presented by Dr. Eucene F. Travs. 


S. H., a housewife, born in Russia, aged 46, nine months prior to presentation, 
while consulting a dentist, first noted the eruption presented. It consisted of a 
linear arrangement of milk-white papules, definite reticulation and elevation. Both 
sides were involved, but particularly the right. A few additional lesions were 
noted on the tongue. The Wassermann test was negative. The blood chemistry 
and the basal metabolism showed no deviations from normal. 


DISCUSSION 

Several of the members agreed with the diagnosis of lichen planus. 

Dr. Paut E. Becuet: The agreement with the diagnosis seems to be 
practically unanimous, yet I cannot entirely ignore the diagnosis of leukoplakia. 
The patches are thick, rough and glazed. I did not notice any reticulation or 
the characteristic papular appearance of buccal lichen planus. Of course leukoplakia 
is rare in women, but it is known to exist. 

Dr. Georce M. MacKeEe: I disagree with the chairman in point of observa- 
tion. There were annular lesions and some reticulation; also there were individual 
papules on the tongue. I think that it is a case of lichen planus. 
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Dr. Jonn E. Lane: I also disagree with the chairman on another point. 
In old cases of lichen planus of the mouth the fine reticulations characteristic of 
lichen planus are often absent, so that the absence of reticulations does not force 
us to abandon the diagnosis of lichen planus. 

Dr. EuGcene F. Traus: I am glad that the chairman remarked about the 
possibility of leukoplakia, as this diagnosis had been made before the patient visited 
the dispensary. Considerable discussion was aroused at the last meeting regarding 
the case presented by Dr. Wise, in which the differential diagnosis between leuko- 
plakia and lichen planus was being considered in a buccal eruption, so that it 
seemed of interest to present this case. 


A Case For DraGnosis (LEUKEMIA). Presented by Dr. Eucene F. TRavs. 


Miss M. S., a stenographer aged 29, was born in this country. She had had 
scarlet fever at the age of 10, and a condition of the eye, said to have been 
diagnosed as iritis, one year prior to presentation. Her father and mother were 
living and well, and they had six children, all living and well. 

The eruption presented began a little over three months previously, and on 
first observation was limited largely to the arms and legs, although a few papules 
were found on the trunk. As the condition progressed, a similar eruption appeared 
on the trunk, and that on the extremities faded slightly. A few days before 
presentation papules had appeared on the face. The eruption had been characterized 
by a marked amount of infiltration and a moderate amount of scaling, and the 
lesions, which at first were discrete, had a tendency to become confluent. Some of 
the lesions resembled those found in pityriasis rosea. Lichen planus had also 
suggested itself at times, but no cleancut lichen papules had been found at any 
time. Two Wassermann tests made on different occasions proved negative. 

Biopsy Report: “Section shows an epidermis with well-marked rete pegs, 
some of which show a moderate amount of clubbing. The suprapapillary plates in 
places are extremely thin, and the blood vessels in these papillae are very much 
engorged and even thrombosed. There is also an early vesicle formation in this 
area. There is a moderate perivascular infiltration that in places extends deep 
down into the corium. The scale, on the whole, is nonparakeratotic.” 


DISCUSSION 


Dr. JERoME Kincsspury: Until syphilid is ruled out absolutely, I do not see 
that anything else need be considered. 

Dr. GEoRGE M. MacKEeE: I agree with Dr. Kingsbury that papulosquamous 
syphilid must be definitely ruled out before other possibilities are considered. 

Dr. Joun E. Lane: My clinical impression of the eruption in this case was 
that it was a papulosquamous syphilid. 

Dr. Netson P. ANDERSON: Microscopically, the almost entire absence of 
plasma cells in a syphilid of three and a half months’ duration would be sufficient 
to rule out syphilis. In the upper cutis, there is a perivascular cellular infiltration 
consisting of lymphocytes arranged in a fine reticulum. In the absence of any 
differential blood count, I think that the diagnosis of lymphatic leukemia is sug- 
gested, although I do not believe it can be made from the slide. 

Dr. J. FRANK Fraser: I agree with Dr. Anderson that the infiltration is 
composed of lymphocytes, and that we must consider leukemia. 

Dr. WaLTeR J. HicumMaAN: If syphilis has a protein quality that makes it 
simulate other eruptions, other conditions simulate syphilis. This often accounts 
for the suggestion of syphilis in nonsyphilitic eruptions. Of course, this case 
does at first strongly suggest what Dr. Kingsbury mentioned. On the other hand, 
here is a nonitching, papular eruption, not psoriasis nor papular erythema, with 
a curious histologic appearance. My impression was the same as that of Dr. 
Anderson, that it might be a leukemid, even though it does not itch. My clinical 
tentative diagnosis would be cutaneous leukemia. 
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Dr. Henry H. WuitenHouse: I think it has been disproved that this is a 
case of syphilis, but clinically I could not make a diagnosis. I think from what 
has been said that investigation along the line suggested by Dr. Anderson might 
probably solve the question. 

Dr. Eucene F. Traus: Before the patient visited our clinic a Wassermann 
test had been made and reported negative; another was made in our clinic, also 
with negative results. Mixed treatment by mouth had no effect on the eruption, 
and a Wassermann test taken after we had observed the case for a month was 
again negative. The patient was given one injection of neoarsphenamine, and this 
seemed to improve the eruption slightly, but it had no effect on the Wassermann 
reaction. I am grateful for the suggestions and will follow them. 


MELANOMA. Presented by Dr. C. M. Wittiams for Dr. Howarp Fox. 


L. L., a woman aged 41, had noticed an eruption for a little more than a year. 
It was present on the under border of the left ala nasi and on the columella. 
It consisted of a firm, slightly elevated, smooth, slatey-blue, nonitchy infiltration. 
At one part there was a slight scaling. The lesion appeared spontaneously and 
had never been treated. She was presented for therapeutic suggestions. The 
location was considered unfavorable for surgical removal. The question to be 
decided was whether it was advisable to destroy the lesion by electrodesiccation 
or to leave it alone and observe it for a long period. 


DISCUSSION 


Dr. Georce M. MacKee: It is really difficult to give therapeutic suggestions 
in a serious case of this kind; there is so much danger of making a mistake. 
I have had a few good results with radium in similar cases. I have in mind 
three patients with similar lesions who recovered completely with radium therapy 
ten years ago and who have not had a recurrence. I should at least favor 
intensive radium treatment as a trial. Unfortunately, the surface is convex and 
irregular, which makes it difficult to apply beta rays effectively. Nevertheless, 


I favor intensive treatment with the more penetrating beta rays. If this fails, 
some form of surgery may be tried, preferably a plastic operation. 

Dr. Joun E. Lane: I agree entirely with Dr. MacKee concerning the dif- 
ficulties in this case. Most melanosarcomas that have begun to grow have killed 
the patient in less time than this lesion has been growing. The fact that there 
has been no apparent metastasis in a year is a favorable point and one which 
perhaps may cast some doubt on the diagnosis. As for treatment, it seems to me 
that a surgeon should be consulted in regard to the practicability of removal, and 
that if the lesion cannot be removed, radium should be used. 

Dr. J. F. Fraser: Collections of melanin in the corium do not necessarily 
meah that the condition is a malignant melanoma. The pigment is not the feature 
that constitutes malignancy. I seriously doubt whether this case is an example 
of melanoma; but if it is a melanoma, I agree with Dr. MacKee in regard to 
treatment. 

Dr. W. J. Hicuman: If this condition is not melanoma, doing nothing will 
do no harm; if it is, intervention will do no good. I am in favor of doing nothing. 


Dr. Frep Wise: The suggestion made by Dr. MacKee would be the best 
for this patient. Operation would result in a definite deformity. It is always 
possible that in connection with the lesion there might be a hidden melanoma, 
situated at a distance and invisible to the naked eye. If this patient is operated 
on, the excision should be thorough. A part of the upper lip would have to be 
removed, and if she were told in advance just what is to be done, she would 
prefer to try the radium treatment. If she were my patient, I should prefer the 
radium treatment. 

Dr. J. J. Etter: I agree with the procedure outlined by Dr. MacKee for 
the reasons mentioned by Dr. Fraser and Dr. Wise. 

Dr. H. H. WuitenHouse: There is no observable adenopathy, and there is 
a possibility that the lesion is not of a malignant type, so I should recommend 
radium rather than operation, which would inevitably cause much mutilation. 
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Dr. FrED WISE reported on a case shown at the February meeting as probable 
lichen planus of the buccal mucosa. The histologic examination was not clearly 
conclusive of either lichen planus or leukoplakia, so that the exact diagnosis was 
still undetermined. 

Dr. E. F. Traus reported on the case of synovial cyst shown at the previous 
meeting. He had inserted a needle carefully, and the entire cyst had collapsed 
with the rupture of one portion of the outer wall. 

Dr. GeorGE M. MaAcKEE reported on a case of possible pemphigus shown 
at the last meeting. The patient had had a severe attack since the last presentation, 
which was now clearing up. 
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H. J. Parkuurst, M.D., Reporter 
Regular Meeting, March 27, 1930 
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A Case FoR DiaGnosis. Presented by Dr. H. N. Cote and Dr. J. R. DRIVER. 


J. M., a man, aged 52, had been admitted to the hospital in November, 1929, 
with dermatitis venenata of two months’ duration, apparently caused from sulphur 
ointment. The condition had failed to respond to treatment until an interdigital 
dermatophytosis had been cleared up. For nearly four weeks before presentation, 
repeated crops of grouped, tense bullae had been appearing, surrounded by a 
narrow, hyperemic zone, and preceded by intense pruritus. The thighs and mid- 
trunk were especially involved. A solution of potassium arsenite had been admin- 
istered. The histologic picture was that of a chronic inflammatory reaction. 


PempuHiGus. Presented by Dr. H. N. Cote and Dr. J. R. DRIVER. 


J. W., a man, aged 42, had been presented at several of the previous meetings 
of the society as having a case of pemphigus. The condition was of twelve months’ 
duration. The patient had been in the hospital ten months, and while there he 
had received Davis treatment for two months, tryparsamide for seven weeks, Davis 
treatment again for two weeks and potassium arsenite for two weeks. At the 
preceding meeting it had been suggested that large doses of quinine be administered. 
Accordingly, 30 grains (1.95 Gm.) had been given, three times daily, the dose 
being reduced later to 10 grains (0.65 Gm.), and finally to 5 grains (0.32 Gm.), 
and maintained there. Since that time no new lesions had appeared on the body, 
and only the legs were affected. 

DISCUSSION 

Dr. Howarp T. Puitiips, Wheeling, W. Va.: The first case was one of 
dermatitis herpetiformis. The second case, one of pemphigus, has responded well 
to quinine. I have used transfusions in a case of pemphigus, and have obtained 
good results over a period of three years. 

Dr. STEINBERG: A patient whom I had treated with quinine is still free from 
symptoms of pemphigus. 

Dr. J. R. Driver: This case is the first for three or four months. The 
patient came into the hospital with no dermatitis. Then an infectious dermatitis 
started; there were no lesions so located that the patient could not reach them. 
The lesions resembled those found in erythema multiforme. Apparently this is 
some allergic type of eruption, and not dermatitis herpetiformis. 

Dr. H. J. Parkuurst: I believe that so-called toxic erythema may merge 
into dermatitis herpetiformis, and dermatitis herpetiformis into pemphigus. For 
example, I once observed a nurse with postscarlatinal mastoiditis, in whom a 
typical toxic erythema of the multiforme type developed. The eruption soon 
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became generalized, assumed the typical appearance of dermatitis herpetiformis, 
and cleared up several months later under arsenical treatment. 


Dr. R. E. Barney: I agree with Dr. Parkhurst, and I think that the diagnosis 
in the first case lies midway between erythema bullosum and dermatitis herpeti- 
formis. 


DERMATITIS MEDICAMENTOSA (ARSPHENAMINE). Presented by Dr. H. N. Core 
and Dr. J. R. Driver. 


M. L., a young woman, had had a generalized maculopapular syphilid, for 
which treatment had been instituted. After seven injections of neoarsphenamine 
and arsphenamine had been given, generalized petechial hemorrhages had appeared, 
together with bleeding from the mouth and vagina. Since then, the face had become 
swollen and a pruritic, fine papular eruption had developed. No renal involvement 
had been found. 


GRANULOMA INGUINALE. Presented by Dr. H. N. Core and Dr. J. R. Driver. 


E. M., a Negro, aged 21, had acquired a penile lesion six months previously. 
It had healed readily, but after two months a swelling had appeared in the left 
groin and the penile lesion had broken down. After a short time the inguinal 
tumor had broken down and discharged, continuing to spread. There was a 
rough, yellowish-red ulcer in the groin, 4 or 5 inches (10 or 12.5 cm.) in length, 
with overhanging edges. It had been healing under conditions of ordinary cleanli- 
ness. Leishman-Donovan bodies had been found in smears from the tissue, and 
the formol-gel test had been positive. 


TUBERCULOSIS COLLIQUATIVA. Presented by Dr. E. W. NETHERTON. 


A girl, aged 10, somewhat anemic in appearance, but fairly well nourished 
and well developed, had no family history of tuberculosis. Nine months previously, 
after an attack of “pink-eye,” a “black spot” was said to have appeared on the 
left cheek, soon followed by “blisters.” Two weeks later an abscess had developed 
behind the left ear, healing after incision. The eruption on the cheek had continued 
to spread, with exudation, and a month later a persistent lesion had appeared on 
the left knee, which had never healed entirely. Over the left temporal region 
and zygoma there was an irregular dull red ulcer, well-defined and crusted. The 
upper two thirds of the area was composed of scar tissue. The lower portion 
presented small sinuses with a malodorous, purulent exudate. The borders of the 
ulcer were undermined, and there were bridges of hypertrophic scars. About 
1 cm. below this lesion there was an irregular, fairly well defined granulomatous 
lesion, with a central depression. The central portion was smooth and dry, while 
at the margin there was marked undermining. There were many small discharging 
sinuses in the lower part of this area. The cervical lymph nodes were slightly 
enlarged. On the front of the left knee there was a slightly depressed, irregular, 
medium coin-sized atrophic scar. Three or 4 cm. above this, there was an irregular, 
dull red infiltrated lesion, slightly nodular. A few sinuses had been present in 
this area. There was paronychia of one finger of the left hand. Clumps of acid- 
fast bacilli had been found in the exudate from the sinuses, and in sections, which 
showed a few giant cells but no definite tubercles. Packs of potassium perman- 
ganate and grenz rays had been used. 


PYopDERMA FOLLOWING CHEMICAL BuRN. Presented by Dr. C. K. VALADE. 


B. C., a nurse, aged 20, had caused a second degree burn by spilling a 50 per 
cent compound solution of cresol on her left hand four months previously. The 
burn had slowly healed under local applications. Since that time there had been 
several recurrent outbreaks of folliculitis in this area, in patches about the size 
of a coin. 
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DISCUSSION 
Dr. R. C. JAmMiEsOoN: The possibility of an artificial dermatitis must be 
considered, especially in view of the unusual appearance of these lesions. If not 
that, it may be atypical dermatitis repens. 
Dr. O. M. Grunzit: I have seen a similar case with vesicles and pustules 
in an area in which the nerve supply had been impaired. 
Dr. G. VAN RHEE: I should suggest the use of fixed dressings. 


ELectric Burn. Presented by Dr. C. K. VaALape. 


R. D., a school boy, aged 16, had burned his left leg three months previously 
by contact with an electric heater. On the inner side of the leg, between the 
middle and lower third, was a large ulcer about the size of a coin with a rough, 
pale, purulent base and an overhanging border. It was freely movable and not 
especially tender or painful. 

DISCUSSION 

Dr. C. W. Benn: This ulcer persists because of stasis. 

Dr. H. J. PARKHURST: Such sluggish ulcers follow electric burns. I suggest 
desiccation, followed by exposures to ultraviolet rays. 

Dr. L. W. SHAFFER: Dr. Weidman, of Philadelphia, has shown that sections 
from the border may simulate epithelioma histologically, although epithelioma 
is not present. 


TRICHOTILLOMANIA. Presented by Dr. A. E. ScHILLeErR and Dr. W. G. 

SCHLEGELMILCH. 

E. N., a boy, aged 6 years, had habitually sucked his thumb during infancy. 
Since the age of 4 years he had frequently pulled hairs from a patch on the 
left side of his scalp, especially when nervous or frightened. The patch, the size 
of a large coin had remained constantly bald. The boy’s health was otherwise 
normal, and his two brothers, aged 10 and 11 years, were normal. 


URTICARIA AND DERMOGRAPHISM. Presented by Dr. A. E. SCHILLER and Dr. 

W. G. SCHLEGELMILCH. 

B. B., a boy, aged 9, had had scabies, followed by the appearance of wheals 
after scratching. Wheals appeared after any irritation, at the site of injury. Tests 
for skin sensitization were positive to eggs and milk, and to practically every 
group of cereals. 

DISCUSSION 

Dr. H. J. Parkuurst: In this condition the irritable skin may show false 
positive results to the tests. 

Dr. R. C. Jamieson: I have tried splenic extract with good results in one 
case of chronic urticaria. Thyroidectomy was done on account of a thyroid 
adenoma, and since that time the urticaria has not recurred. 

Dr. A. E. ScurLier: I have treated three patients with urticaria with spleen 
extract. One case was relieved twice, temporarily. In a second case the injections 
were too painful and had to be discontinued. In the third, there was no improve- 
ment after many injections. 


\ Case ror Dracnosis. Presented by Dr. A. E. ScuHrL_er and Dr. W. G. 
SCHLEGELMILCH. 
Mrs. M. B., aged 48, presented a pruritic erythematous papulopustular eruption 
on the cheeks, chin, forehead and neck, of three months’ duration. 


DISCUSSION 
Dr. H. J. ParKHuRST: This appears to be an iodide or bromide eruption, but 


| could elicit no coherent history. 
Dr. R. C. Jamieson: The eruption may be due to the use of iodized salt. 
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Lupus VutcarRis. Presented by Dr. A. E. SCHILLER and Dr. W. G. ScHLEGEL- 
MILCH. 


Mrs. C. W., a Jewess, aged 35, stated that her left breast had been incised. 
presumably because of an abscess, following childbirth eleven years previously. 
On the right cheek there was a lesion the size of a dime of ten years’ duration, 
with a rupial crust. Some bleeding followed the removal of the crust, and apple 
jelly nodules were visible through the diascope. There were irregular, smooth 
scars on the cheek and neck, which had been present for many years. The patient 
had infected teeth. The Wassermann reaction was negative, and urinalysis and 
blood observations were negative. 


A Case For DtacGnosis. Presented by Dr. R. S. Drxon. 


Mrs. R. P., a Negress, aged 23, born in Georgia, presented a widespread pig- 
mentary mottling of the skin, the hands, feet, face and scalp being unaffected. The 
condition was said to have appeared suddenly, six months previously. A sterility 
operation had been performed several months before presentation. There were 
two children, aged three years and eighteen months. The Wassermann reaction 
of the patient had been found negative at both confinements. 


DISCUSSION 
Dr. H. J. PARKHURST: The appearance is that of hyperpigmentation due to 
arsenic. 
Dr. L. W. SHAFFER: The patches are rather large for an arsenical eruption, 
and I found no palmar keratoses. This might be the residuum of a recent syphilid. 
Dr. C. W. Beun: I had considered the condition one of depigmentation. 
Dr. E. C. TRoxett: The patient stated that the covered skin had always 
been very dark. I agree with Dr. Behn and consider the condition leukoderma. 
Dr. H. L. Kerm: I agree that the condition is mostly leukoderma, but there 
is some hyperpigmentation. The possibility of a syphilid must be considered. 


Foruiciis. Presented by Dr. R. H. STEVENs and Dr. C. K. HAs_tey. 


Mrs. W., a factory worker, aged 23, with no family history of tuberculosis, 
presented a widespread eruption of dull red papules, some of which were umbilicated 
and some follicular, on the back, the forearms and the back of the leg. The 
eruption was of three months’ duration. The histologic observations were those 
of cutaneous tuberculosis. The patient stated that she felt well but grew tired 
readily. 

DISCUSSION 

Dr. L. W. SHAFFER: This is an interesting case of cutaneous tuberculosis. 

Three of my cases have responded well to treatment with gold compounds. 


CHANCRE OF THE Lip. Presented by Dr. H. L. Ker. 


A Case For Dracnosis. Presented by Dr. L. W. SHAFFER. 


E. T., a Negro, aged 14, presented three ulcers above the left ankle: one 
on the anterior and two on the internal surface. They were linear, from 2 to 
3 cm. in length, with sharply cut, jagged edges and slight surrounding pigmenta- 
tion. There was no infiltration. There were scars from previous lesions on 
the anterior surface of both legs, and there was a small ulcer on the right internal 
malleolus. The condition was said to be of five years’ duration. A neurologic 


examination revealed sensory disturbances suggesting hysteria. The Wassermann 
reaction was negative. 
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